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® AMSCO “800” OBSTETRICAL TABLE 


». . so completely fresh in its design approach as to be truly revolutionary in its 
convenience and control for operative as well as perineal route delivery. 








@ narrow, flowing lines 
@ permanent or portable power base 
(or new Anesthesia Distribution base) 
@ fingertip controls 
e retractable foot section 
e extendible 12” delivery shelf 
e ratchet type legholder sockets 
e flexible head and foot sections 
@ perineal opening for postpartum drainage 


AMERICAN 
STERILIZER 


ERIE+ PENNSYLVANIA @® AMSCO C-22TS5 OBSTETRICAL LIGHT 





World's largest designer and . .. S80 advanced in its suspension, positioning and optical system as to 
manufacturer of Sterilizers, Surgical establish new standards for obstetrical illumination. 

Tables, Lights and e absorbs heat-producing infrared rays 

related hospital equipment 


e transmits natural, color-corrected light of the highest surgical quality 
ever attained 


© Write for these two NEW, e travels smoothly, noiselessly over 5-foot extruded aluminum track 
fully illustrated brochures: e adaptable to all ceilings 

AMSCO Osstetricat TaBLEs TC-224-R1 e dual control of light head ... . by circulating personnel 

AMSCO Hospitat Licutinec LC-121-R1 or by obstetrician through patented sterilizable contro! handle 
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go ahead . 
dunk it... 


water won't hurt your 


Ident-A-Band.- 


You don’t need to pamper an 
Ident-A-Band, even under 
water. There’s no risk of a 
blurred name or a soggy iden- 
tification card. Ident-A-Band 
is specially made to withstand 
both wear and water. 

A safe seal alone will not 
guarantee positive identifica- 
tion. Nor is a stretchproof 
band enough in itself. The 
most important part of the 
band —the patient's identifi- 
cation card—also must be 
protected. It must be safe 
from tampering, safe from 
wear and water damage. 

This is why every Ident-A- 
Band card is durable, water- 
proof and permanently sealed 
inside the strong, transparent 
band itself. With Ident-A- 
Band the important patient's 
card stays in... and it stays 
legible. 


7 Hollister: 


INCORPORATED 


833 North Orleans Street, Chicago 10 





Small hospitals clinic 


Screening 


Program for 


Patient registers at outpatient win- 
ow 


Community Health by W. Leon Hisle 


® FOR TEN YEARS the people of the 
Berea Hospital Community have 
taken advantage of a unique service 
conducted by a small rural hospital. 
Once each year they come by car, 
truck, jeep and sometimes by horse 
or jolt wagon from the hollow out 
to the highway to participate in the 
annual multiple screening program. 

In 1898 Berea College built a 
small hospital mainly to care for the 


Mr. Hisle is administrator, Berea College 
Hospital, Inc., Berea, Kentucky 


students and faculty when ill. From 
this beginning, the hospital has 
grown to 65 beds serving a rural 
area with a population of over 
30,000. Its diagnostic facilities and 
excellent medical staff have made it 
a growing medical center for the 
area. Students and faculty now ac- 
count for less than five percent of 
the total patients admitted. 

Last year over 22,000 services 
were recorded in the outpatient 
clinic. The Madison County Health 
Department holds a weekly clinic 


Student technician and auxiliary member do a height-weight check and 
a blood pressure on 2 program participants. 


For more information, use yellow postcard inside back cover. 
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using the hospital facilities. The 
School of Nursing has grown from 
a two year “apprentice training” in 
nursing, through 35 years of a three 
year R. N. program, to the present 
collegiate program offering a B. S. 
Degree in Nursing with emphasis on 
rural public health and built on a 
foundation of a general college edu- 
cation. 

Berea College is dedicated to the 
people of a specific geographic area 
—the mountain people of the South- 
ern Appalachians. Ninety percent of 
the 1600 student body must come 
from the 230 mountain counties of 
eight Southern States that make up 
the Appalachian range. 

This is an area where there has 
been little education in public health 
and few trained personnel in the 
field. The goal of the Berea College 
Hospital is to help raise the health 
standards in the rural mountain 
area which Berea College serves as 
well as offering complete medical, 
surgical, obstetrical and diagnostic 
facilities to the local community. 

With this goal and thought in 
mind, the multiple screening pro- 
gram was initiated soon after the 
U. S. Public Health Service recom- 
mended such programs for com- 
munities in 1950. The program un- 
der the direction of Dr. John W. 
Armstrong, M. D., College Physi- 
cian and Director of Student Health 
Service, Berea College is designed 
to detect the so-called degenerative 
diseases or those diseases and con- 
ditions which occur around or past 
middle age. Although no set age re- 
quirements are adherred to, it is 
stressed that this program is for 
those “over 35.” 


To define a screening program, let 
us first say that screening is the 
presumptive identification of un- 
recognized disease or defect by the 
application of tests, examinations, or 
other procedures which can be ap- 
plied rapidly. A screening test sorts 
out apparently well persons who 
probably have a particular disease 
from persons who probably do not 
have the disease. It is not in any 
way intended to be _ diagnostic. 
Multiple screening is the combina- 
tion into a battery several disease 
detection tests performed by tech- 
nicians under medical direction and 
applied to large groups of apparent- 
ly well persons. 

Multiple screening examinations 
are not advocated as a substitute for 
good periodic health examinations. 
Ideally, multiple screening should 
be one part of routine health ex- 
aminations. A profile from which 
the physician can begin his evalu- 
ation of the total person. 

The decision regarding tests to be 
included in the screening program 
must be influenced by several fac- 
tors. From an administrative stand- 
point, speed, economy and accuracy 
of the tests are of first importance. 
From the mechanics of clinic opera- 
tions, prime factors are use of aux- 
iliary personnel and conservation of 
clinic’s time. This excludes tests re- 
quiring more than a few minutes of 
clinic time, causing much discom- 
fort, or needing highly trained per- 
sons in the clinic line of flow. 

The program, when it is begun 
each year, continues for as long as 
there are requests for the examina- 


Please turn to page 109 


Chief technician draws blood sample while assistant checks a urinalysis. 
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INFORM 
CONTROLS 


An Aid in Control 
of Infant Diarrhea 





Before After 


Especially Important in the 
Summer Months is the Ster- 
ilization of your infant for- 
mula, because bacteria like 
to grow in a warm atmos- 
phere. 


Milk is sometimes slow in 
getting up to temperature, 
the autoclave is occasionally 
faulty, and at times the op- 
erator’s technique will vary. 


These are all factors to be 
guarded against, best ac- 
complished by using In- 
form Controls. 


Underheating of infant for- 
mulas is impossible with In- 
form Controls. 


Write for free samples of 
Inform Controls 


SMITH & UNDERWOOD 

1847 N. Main St, Royal Oak, Mich. 

Sole manufacturers Diack and 
Inform Controls 





For more information, use yellow postcard inside back cover. 
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® ONE EXCELLENT fund rai 





sing device which is hardly 


used at all these days is the insurance policy on the 


life of the donor. Only 49 


% of our sample last month 


reported receiving such gifts while the donor is alive. 
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The peritoneum as a kidney’ in renal failure... 


. ™ 


Peritoneal Dialysis Solution 


Effectively removes crystalloid metabolites and toxic substances that 
ordinarily would be excreted by normally functioning kidneys 


Peritoneal dialysis, made practicable with 
Dianeal, offers a relatively safe and effective 
method for the “dialytic management” of uremic, 
over-hydrated and some poisoned patients. The 
method utilizes the peritoneal membrane to trans- 
fer crystalloids and water. 

Other osmotic adjustments can be made by 
supplementing Dianeal solutions. 
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Dianeal electrolyte solution is available in 
two dextrose concentrations: Dianeal with 1.5% 
Dextrose in acute renal failure, dialysable 
poisons, etc. and Dianeal with 7% Dextrose for 
patients with massive edema. To facilitate admin- 
istration and evacuation of Dianeal solutions, a 
special Y-Type administration set and abdominal 
catheter also are available. 





Write for complete information including administration technic. 


MORTON GROVE, ILLINOIS 


Distributed and available in the 37 states east of the Rockies (except in the city of El Paso, Texas) through 
AMERICAN HOSPITAL SUPPLY CORPORATION 


Parenteral Products Division, Evanston, Ill. 











* 
“16 months without cleaning”. . . 





the NEW BARNSTEAD STILL 
at the Mary Fletcher Hospital 


Mr. Edward F. Croumey, Chief Pharmacist at the Mary 
Fletcher Hospital, Burlington, Vermont writes: “This 
Barnstead Still has been in operation for over two years. 
It has consistently given us distilled water of Zero parts 
per million as sodium chloride read on a Barnstead Con- 
ductivity Meter. 


During the time the Still has been in operation we have 
had little or no maintenance, other than routine checking. 
After 16 months daily operation the Still was opened for 
cleaning. We found no material had accumulated and that 
the Still needed no cleaning or any other work, other than 
replacing gaskets. 


*This is how well the Barnstead Still with New Conden- 
scte Feedback Purifier solved a difficult scale formation 
and maintenance problem at this hospital. 


If you have hard water in your area and want pyrogen- 
free Distilled Water of highest purity without the neces- 


sity of Still cleaning . . . install a new Barnstead Still with 
Condensate Feedback Purifier. 


Over 200 different models and sizes . . . all especially de- 
signed for hospital use. Over 80,000 Barnstead Stills in use 
providing purest, pyrogen-free distilled water for most 
hospitals the world over. 


Write for Bulletin 145-A 
Describes the Barnstead Still 
You Never Have To Clean 


—— 


STILL AND STERILIZER CO. 
25 Lanesville Terrace, Boston 31, Mass. 


OTHER BARNSTEAD PURE WATER PRODUCTS INCLUDE: SINGLE, DOUBLE, AND TRIPLE STILLS; WATER DEMINERALIZERS;. 
LABORATORY STERILIZERS; DISTILLED WATER HEATERS; PARAFFIN DISPENSERS; WATER BATHS; PURITY METERS; AND SUBMICRON FILTERS. 


10 For more information, use yellow postcard inside back cover. 
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The first and only proved 
Stainless steel, sterile surgical blade. 





tenSharps 


fgery for more than 3300 
ast to coast because... 


STAINLESS STEEL SteriSharps mean: 


UNIFORM SHARPNESS guaranteed through 


electronic testing by the A-S-R Sharpometer. 


ECONOMY due to a unique high quality stainless 
steel which takes a sharper edge that lasts longer, 
assures prolonged wear, fewer blade changes. 


CONVENIENCE in packaging to make each ster- 


ile blade instantly accessible. 


STERILITY insured by heat sterilization and guar- 
anteed to present each blade pathogen-free. 


LASTING QUALITY maintained in surgical use, 
with SteriSharps unaffected by body fluids, autoclav- 
ing, dry heat or solutions. 


SUPERIORITY established by controlled tests in 


representative hospitals, proving SteriSharps are 
sharper, more durable, easier to use. 


ASR°¥= SteriSharps 


A-S:R PRODUCTS COMPANY, HOSPITAL DIVISION, 380 MADISON AVENUE, NEW YORK 17, NEW YORK 
In Canada: A-S-R HOSPITAL DIVISION, 2055 DESJARDINS AVENUE, MONTREAL, CANADA 
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NO. OF BEDS 


AV. No. OF ADULT 
PATIENT DAYS 


% of OCCUPANCY 


NEW ENGLAND 
t, Maine, 
N. H., R. 1., Vermont 
1-100 101-225 226-up 


1,548 
73.96 


3,714 
83.25 


8,562 
83.73 


New Jersey, New York Del., 
Pennsylvania 


1-100 101-225 226-up 


1,375 
73.07 


4,190 
82.32 


10,925 
86.42 


Fla., Ga., Md., N. C., 
8. C., Va., W. Va., D. C. 


1-100 101-225 226-up 


1,555 
69.42 


3,722 
80.36 


9911 
80.40 








ws BRE a Ee 


1-100 101-225 226-up 


1,329 
73.21 


3,608 
79.40 


7,597 
77.64 





EXPENSES BY DEPTS. 
Per Patient Day 


Administration 


Laundry 

Plant Operation 
Medical & Surgical 
O. R. & Del. Rms. 


Other expenses 


4.36 4.75 
4.24 4.43 
1.54 1.78 

74 70 
2.15 2.44 
1.55 1.70 
2.21 2.17 
1.32 1.37 
8.28 6.90 

86 1.14 
2.44 2.50 


2.03 1.78 
1.08 1.75 


3.48 3.50 
3.73 3.91 
1.38 1.46 
75 61 
1.90 1.91 
1.27 1.79 
1.52 1.60 
1.18 1.24 
7.06 6.39 
62 80 
2.23 2.34 
1.82 1.36 
44 1.06 1.31 


3.42 
3.23 
1.31 
74 
1.66 
2.34 
2.18 
1.61 
6.85 
5l 
2.27 
1.58 
88 j 1.67 


3.50 
3.49 
1.19 

67 
1.84 
1.55 
2.56 
2.00 
6.76 

95 
2.60 
1.89 
1.28 


4.34 
3.65 
1.57 

64 
1.96 
2.51 
2.57 
2.03 
7.52 
1.36 
2.71 
1.87 
1.75 








TOTAL EXPENSES 


TOTAL CHARGES 
TO PATIENTS 


OPERATING INCOME 
PER PATIENT DAY 


OPERATING EXPENSES 
PER PATIENT DAY 





NO. OF BEDS 


AV. No. OF ADULT 
PATIENT DAYS 


% of OCCUPANCY 


49,361 123,338 293,686 


55,323 138,639 329,446 


35.74 37.33 38.48 


31.89 33.2! 34.30 


EAST NORTH CENTRAL 
Illinois, Indiana, Michigan, 
Ohio, Wisconsin 


1-100 101-225 226-up 


1,327 
71.94 


3,601 
79.14 


8,275 
86.93 


36,922 118,847 316,515 


39,491 134,577 365,839 


N. D., S. D., Mo. 


1-100 101-225 226-up 


1,088 
66.74 


3,544 
76.35 


9,555 
84.70 


39,795 96,248 298,516 


40,815 108,936 325,739 


26.25 2027 .. 32287 


25.59 25.86 30.12 


MOUNTAIN STATES 
Ariz., Colo., Idaho, Mont., 
Nev., N. M., Utah, Wyo. 


1-100 101-225 226-up 


1,209 
72.87 


3,402 
73,17 


6,681 
$1.28 


33,005 
38,355 121,445 


28.86 33.66 


24.83 30.79 


111,089 261,107 


297,906 


39.21 


34.37 


PACIFIC COAST 
California, Oregon, 


Washington 
1-100 


1,310 
68.03 


3,611 
73.62 


101-225 226-up 


7,028 
8LII 
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EXPENSES BY DEPTS. 
Per Patieat Day 


Administration 
Dietary 


Other expenses 





3.84 3.90 

3.77 3.58 | 
1.65 1.44 | 
75 66 | 
1.99 2.15 | 


1.57 2.04 


2.02 1.82 | 
1.60 1.46 | 
781 7.66 | 


72 48 

2.34 2.19 

1.98 1.83 

Pass | AES 





TOTAL EXPENSES 
AL CHARGES 

TO PATIENTS 
OPERATING INCOME 
PER PATIENT DAY 


OPERATING EXPENSES 
PER PATIENT DAY 


12 


36,320 112,027 251,510 


40,999 123,692 288,384 


30.90 34.35 34.85 


27.37 31.11 30.39 
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3.00 4.62 
3.51 4.85 
1.24 © 2.25 
64 97 
1.75 2.88 
2.21 = 2.85 
1.96 3.64 
1.58 2.06 
6.77 10.62 
48 = 1.07 
1.84 3.33 
1.53 2.28 
1.09 15 


-56 -63 


4.73 4.68 
4.62 4.14 
1.76 1.92 
91 99 
2.06 2.21 
1.97 2.07 
4.25 be | 
2.36 2.05 
10.63 11.62 
-62 84 
3.02 2.58 
1.91 2.03 
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28,385 98,137 411,624 


27,049 104,767 474,065 


24.86 29.56 49.62 


24.25 27.69 43.08 





33,200 112,216 212,223 


39,067 120,174 232,120 


32.31 35.32 34.74 


27.46 32.98 31.77 
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hospital accountinG 


Inquiry: 


Recently I read the following 
statement: “The primary purpose of 
accounting is to provide manage- 
ment with a picture of the organiza- 
tion from a financial viewpoint at 
any given date and the results of its 
operations for a given period of 
time.” Is not this statement of pur- 
pose rather narrow? 


Comment: 


Undoubtedly the purposes of an 
accounting system, even the pri- 
mary purposes, are conceived dif- 
ferently by different individuals. 
The foregoing statement of the pri- 
mary purpose sounds more like a 
statement of the aims of book- 
keeping of an earlier century, but as 
late as 1941 an American Institute of 
Accountants bulletin’ described ac- 
counting as: 

“.... the art of recording, clas- 
sifying and summarizing in a sig- 
nificant manner and in terms of 
money, transactions and_ events 
which are, in part at least, of a 
financial character, and interpreting 
the results thereof.” 

The big difference in emphasis of 
this latter statement is contained in 
the language, “and interpreting the 
results thereof.” Of course it is un- 
fair to the author of the statement of 
the primary purpose in the foregoing 
inquiry to attempt to evaluate his 
point of view from the statement out 
of context. He would undoubtedly 
agree that an accountant who did no 
more than prepare a balance sheet 
and a statement of income and ex- 
pense was not fulfilling his function 
adequately. 

Some accountants and controllers 
prefer to state the objectives of ac- 
counting as those of controlling the 
property of the organization, pre- 
venting loss through error or fraud 
and meeting the needs of manage- 
ment. This sort of statement of ob- 
jective avoids stating what the needs 
of management are, but does permit 
flexibility in that the accounting 
system may vary according to the 
peculiar needs of management of a 
particular organization or according 
to special needs at various times. 


Assuming that management has 
need to control the property and 
prevent loss, the statement of ob- 
jective is redundant. It may just as 
well say the primary objective of 
accounting is to meet the needs of 
management and let it go at that. 

Robert E. Witschey states’, “While 
there are many limited objectives in 
accounting, perhaps its principal ob- 


with Professor T. LeRoy Martin 


jective is to describe change. Thus, 
in the case of the business entity 
the central goal of accounting is the 
determination of income (that is 
changes resulting from efficiency of 
operations. )” 

All of the foregoing statements of 
objectives appear quite narrow in 
some respect. 

si 





new film available... 


shows technic for isolating the operative wound from the 
patient’s own skin in a wide variety of surgical 
procedures ...a practical aid to control of infection 


Color 
Sound 

17 minutes 
16 mm. 


This film demonstrates 

both the concept and 
the means of achieving 
more stringent asepsis. 


Suitable for all groups: 
O.R. nurses, interns, 
residents, complete 
surgical staff, hospital 
staff, Infections 
Control 

Committees. 


Premiered on the 
scientific program of the 
Clinical Meeting of the 


American Medical Association, December, 


1959. Approved for inclusion on 
the American College of Surgeons’ 
list of approved films. 


"Accounting Research Bulletin No. 9 
(May) 1941. 

"Accounting theory and the accounting 
profession. Handbook of Modern Account- 
ing Theory. p. 2. 


To schedule a showing, send requests to the Aeroplast Corporation, Station A—Box 1, 
Dayton 3, Ohio. Please mention a preferred and an alternate date. Would you also like 
to show a 16 mm., color and sound, film on the use of spray-on plastic surgical dressing? 
This is available for showing with the above film, or separately, if you prefer. 
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CONSULTING 


with Doctor Letourneau 


Consent for Hypnosis 


QUESTION: Some of our physi- 
cians are using hypnosis on their 
patients. Should the patient sign 
an authorization for hypnosis? 
Where can we obtain medico- 
legal forms this purpose? 


ANSWER: Up to now hypnosis has 
not been considered a hazardous 
procedure and I know of no special 
forms which have been designed for 
such consent. The consensus of 
medico-legal authority is that they 
are not necessary. Since such a high 
degree of cooperation is required by 
the patient to achieve hypnosis, con- 
sent can be presumed without the 
necessity of writing it down on spe- 
cial forms. 


Education for Parenthood 


QUESTION: We would like to 
start educational courses for ex- 
pectant parents, where can we 
get information on how to go 
about it? 


ANSWER: First of all you must en- 
list the aid of your medical staff and 
get them all to agree that the hospi- 
tal should undertake such a pro- 
gram. Next, you should approach 
your nursing personnel, technicians, 
physical therapists, and others who 
can help you with the courses. In 
some states, you can get a great deal 
of help from the state department of 
health. You should contact your 
local medical officer of health. You 
can obtain further information by 
writing to the American Association 
for Maternal and Infant Health, 16 
S. Michigan Avenue, Chicago 3, Illi- 
nois. 


Purchasing for Employees 


QUESTION: We are a nonprof- 
it hospital and, as such, we en- 
joy tax exemptions and special 
discounts on items that we buy 
for the hospital. Some of our 
board members feel that since our 
employees are poorly paid, they 


should be given the opportunity 
of buying through the hospital as 
a “fringe benefit.” What is your 
opinion? 


ANSWER: This type of “fringe 
benefit” is like the “totin” privileges 
of the old South. In my opinion it 
is definitely improper. If the dealer 
wishes to grant discounts to the 
hospital employees, they should 
negotiate directly with him and not 
through the purchasing channels of 
the hospital. 


Discharge Summary 


QUESTION: Some of our doc- 
tors feel that because they have 
made complete progress notes, 
they should not be obliged to 
write a discharge summary. Can 
you advise us? 


ANSWER: The Joint Commission 
on Accreditation of Hospitals re- 
quires a discharge summary on 
every patient who has been in the 
hospital for more than 48 hours. 
Preferably this should be a sum- 
mary on the front sheet for greater 
ease of handling by medical staff 
committees and research workers. 
But the Joint Commission on Ac- 
creditation of Hospitals will also ac- 
cept a short synoptic narrative sum- 
mary as the final progress note. 


Nosocomial Infections 


QUESTION: I am a housekeeper 
with 30 years of experience. Re- 
cently, I have been told to add a 
disinfectant to the water that we 
use to clean floors and walls with. 
I use hot water, soap, and elbow 
grease and our hospital is as 
clean as any place in the country. 
I think it is unreasonable to re- 
quire a disinfectant as it smells 
up the hospital. Can you advise 
me? 


ANSWER: Hot water, soap and el- 
bow grease are indeed all that 
would be necessary if it were pos- 
sible to keep the water at a temper- 





ature of 180° Fahrenheit. In the 
everyday operation of housekeeping, 
this is almost impossible and even 
so, hands could not stand this 
temperature for very long. We 
therefore recommend that the soil 
removal operation be carried on as 
you have done in the past with soap, 
hot water and elbow grease but that 
you apply a residual disinfectant 
after the soil removing operation. 
There are some odorless ones. 

To test the validity of the above, 
may I suggest that you conduct your 
own tests by taking cultures from 
janitor’s mops and buckets which 
have been left standing over night. 
If your administrator has not al- 
ready done so, I suggest that you 
obtain a copy of the film on En- 
vironmental Sepsis and show it to 
the housekeeping staff. 


Operation Records 


QUESTION: One of our sur- 
geons does not dictate his opera- 
tions immediately after doing 
them but saves them up until the 
weekend and comes in on Satur- 
day afternoons to put them on 
the recording machine. Do you 
consider this proper? 


ANSWER: As a general rule, a sur- 
gical operation should be dictated 
immediately after the operation. 
From the point of view of accuracy, 
the longer he waits before dictating 
the less detail he will remember and 
the less accurate the report will be. 


Pronouncement of Death 


QUESTION: A 95-year-old ter- 
minal cancer patient died during 
the night. The relatives knew 
that death was certain and stated 
that if the patient died during the 
night they should not be dis- 
turbed until 7 or 8 in the morn- 
ing. The physician refused to 
come to the hospital to pronounce 
death but said he would be 
around in the morning. The un- 
dertaker was advised immediate- 
ly and came over to the hospital 
at once. We refused to release the 
body and had quite a controversy 
so that the physician had to come 
over to pronounce death. What 
should we have done? 


ANSWER: This is a complicated 
situation which almost defies com- 
ment. It is my opinion that the body 
of a deceased person should never 
be released to an undertaker until 
it has been pronounced dead by a 
physician. a 
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every 7¥2 seconds another life begins 


and 8% are pre 


4,350,000* babies will be born in the 
United States this year—and 8% will be 
premature. These premature infants should be 
given every chance for survival. Does your 
nursery have enough IsOLETTE® incubators? 


The ISOLETTE incubator alone provides pre- 
cise, continuous, fully-automatic control of 
temperature, humidity and oxygen—vital fac- 
tors of the premature infant’s environment. 


When nursery air is used, only the ISOLETTE 
incubator insures maximal isolation by means 


of the new IsoLETTE MICRO-FILTER. It re- 
moves all contaminants down to 0.5 micron 
in size. And if the exclusive outside connec- 
tion is used, the ISOLETTE incubator provides 
a continuous supply of circulating, pathogen- 
free, fresh, outside air. 


To be ready for the increasing number of 
premature births—and for optimal protection 
of even the tiniest infant—make sure your 
nursery has enough IsoLeTTE incubators. 


*4,320,000 births were recorded by U.S. Dept. of Comm. in 1959. 
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AIR -SHIELDS, INC. 


Hatboro, Pa., U.S.A. 


Research and engineering to serve medicine throughout the world 


For more information, use yellow postcard inside back cover. 
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washington BUREAU REPORTS 


by Walter N. Clissold 


HEALTH CARE FOR AGED, still nip and tuck as ad- 
journment draws near. Sticking the neck ’way out, your 
reporter will still predict passage of some sort of legis- 
lation. Probably bare minimum, merely a starter, with 
plenty of steam left in the issue for this fall’s election- 
eering. Possibly something more than the House passed 
medically indigent grants program; much, much less 
than either the Forand bill or the Administration’s ex- 
cessively broad proposal. 


PUBLIC FACILITY PLANNING ADVANCE: Spanish 
Fork City (Utah) Corp., $8,700 for preliminary planning 
of 35-bed hospital to cost estimated $631,550. 


HOUSING & HOME FINANCE AGENCY granted a 
$625,000 loan to Long Island College Hospital, Brooklyn, 
N.Y., for student nurse dormitory. 


STRICTER DRUG POLICING is on the way, through 
legislation (yet to be introduced) which will strengthen 
Food and Drug Administration’s control over the effec- 
tiveness and safety of new drugs and selling claims and 
manufacturing procedures, as well. National Academy 
of Sciences also will name a committee to review new 


drug decisions in which Dr. Henry Welch, who was. 


forced to resign from FDA due to “conflict of interest 
disclosures,” had a part. 


FIRST GENERAL HOSPITAL to get a_ short-term 
nurse traineeship grant under U.S. Public Health Serv- 
ice funds is St. Vincent’s, St. Louis, Mo. It’s to be used 
for a 3-part psychiatric nursing institute to be held at 
intervals for the same enrollees. As mentioned here be- 
fore, the Professional Nurse Traineeship Program is 
aimed at updating nursing skills in administration, su- 
pervision, or teaching. Grants, up to now, have gone 
only to universities and a State board of health. 


LOAN APPROVALS at Small Business Administra- 
tion: Basler, Inc. (convalescent home), Santa Ana, 
Calif., $100,000; The Pines Nursing & Convalescent 
Home, Waynesboro, Ga., $35,000; Ingleside Hospital & 
Convalescent Center, Detroit, Mich., $225,000; Holland 
Nursing Home, Colville, Wash., $24,000; Fairmount 
Nursing Home, Hyde Park, Mass., $25,000. 


DISPENSING OF DRUGS in hospitals by generic 
terms, rather than brand name, was given strong sup- 
port by Dr. August H. Groeschal, associate director of 
New York Hospital. Appearing before the Kefauver 
committee, Dr. Groeschal accused the National Phar- 
maceutical Council of “harassment,” and claimed New 
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York Hospital’s half million dollar annual drug bill 
would be 25% higher if it was forced to dispense by 
brand. 


SURPLUS PROPERTY costing the government over 
$91 million was distributed to the States in Jan.-Mar. 
for public health, educational and civil defense use. 
Transfers included hospital building sites, hospital fur- 
niture, motion picture projectors, lab equipment, and 
office supplies. 


PER CAPITA HEALTH EXPENDITURES, 1958, in- 
cluded: $30 for hospital services; $25 for physicians; $25 
for medicines and appliances; $10 dentists’ services; and 
$6 for all other medical expenses. From: “Health, Edu- 
cation, and Welfare Trends,” copies 50 cents each, Supt. 
of Documents. 


MORTGAGE INSURANCE PROGRAM for proprietary 
nursing homes at Federal Housing Administration (see 
this page, Apr. 60 HM) is being directed by newly 
sworn-in Mrs. Helen Holt, Commissioner Zimmerman’s 
special assistant for nursing homes. Mrs. Holt, widow of 
Senator Rush Holt, was assistant commissioner of pub- 
lic institutions in West Virginia. 


TAX RULING: a hospital patient serving as part-time 
handyman and gardener in and about a private resi- 
dence, by agreement with a hospital work therapy de- 
partment, was considered an employee of the residence 
owner, who instructed him in his work and furnished 
the equipment. 


TREATING CANCER is a new 16-page booklet an- 
swering some questions often asked about surgery, ra- 
diation, and chemotherapy and issued by Public Health 
Service’s National Cancer Institute. Could be used for 
patient distribution. It’s PHS Publication 690, single 
copy free from PHS, Washington 25, D. C.; or 15 cents 
per copy from Supt. of Documents, Wash. 25. 


ANOTHER NEW BUREAU is proposed for PHS to han- 
dle radiological health, air and water pollution matters. 
Congressional okay is required for the setup, which 
would be designated the Bureau of Environmental 
Health. 


EVENTUAL SUBJECTING of one’s entire salary to the 
Social Security tax is being bruited about here as one 
way to pay the cost of our “welfare state.” And far from 
an impossibility, at that, ’tis said. 


PEOPLE: Dr. H. Martin Engle named deputy chief 
medical director at Veterans Administration, succeed- 
ing Dr. Roy A. Wolford, retired .... At National Insti- 
tutes of Health: Dr. Joseph E. Smadel is now chief, 
Laboratory of Virology and Rickettsiology; Dr. G. Bur- 
roughs Mider is new Director of Laboratories and Clin- 
ics: Dr. Jack Masur has added duties as associate di- 
rector for Clinical Care Administration; Dr. Ernest M. 
Allen also has new duties as associate director for Re- 
search Grants . . .. Dr. Michael E. DeBakey, Texas 
heart surgeon, named to head health policy committee of 
the Democratic Advisory Council; Mrs. Albert D. Las- 
ker, vice chairman; Mike Gorman, National Committee 
Against Mental Illness, secretary. @ 
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journals come to my desk, I’m newly aware of the 

intensive efforts being made to “stop staph” in hos- 
pitals all over the world. Pin-pointing any one source for 
spread of infection seems to have given way to recognition 
of the many sources of spread—nasal, contact, and air- 
borne— and the importance of reducing staphylococci in 
the environment to such an extent that they aren’t around 
in sufficient numbers to cause cross infection. 

In the March 26, 1960, issue of The Lancet (London), 
Dr. W. D. Foster reports on an investigation in a 30-bed 
ward of St. Thomas’ Hospital which revealed that when 
disinfectant mopping was done daily and furniture wet 
dusted with disinfectant-soaked cloths, cross infection was 
practically non-existent—even though full isolation pre- 
cautions were not observed for the eight staph-infected 
patients in the ward. Relaxation of aseptic cleaning meas- 
ures immediately brought a rise in infections. 


Bs month as the many surgical, medical and hospital 


Much discussion goes on in medical and public health 
journals and at hospital meetings about the continuing 
need to be aware of the dangers of tuberculosis. Though 
deaths have decreased phenomenally, incidence is high, and 
unsuspected infection is an ever current problem. This 
question from Dr. Carl W. Walter’s O.R. Question Box 
(Hospital Topics, April, 1960) emphasizes some of the 
dangers. 

“QO. Our anesthetists will not allow airways or endotracheal 
tubes to be autoclaved. Do you approve if they are ade- 
quately cleaned? 

A. The tubercle bacillus is the most dangerous potential 
contaminant of anesthesia equipment....Besides protection 
of the patient from contamination, another concern is pro- 
tection of personnel. They must be cautioned to immerse 
soiled equipment in germicide immediately after use, and 
postpone cleaning until there has been adequate exposure 
to the germicide.” 

A new folder on L&F Instrument Germicide is just off 
the press and contains interesting data on its effectiveness 
against TB bacilli— even when dried on instruments. This 
germicide penetrates the organism’s capsule and destroys 
it as well as antibiotic resistant Staphylococci, Pseudo- 
monas, fungi and other potentially infectious organisms. 
We will be glad to send you this new folder and a generous 
sample of L&F Instrument Germicide. It’s ready to use as 
is, without mixing or diluting. 


In a study of one year’s experience with 29 postoperative 
wound infections in 984 cases on the orthopedic surgical 
service, Doctors Tracy and Carr (North Carolina Medical 
Journal, December, 1959) point up the direct relationship 
between lengthy procedures and the opportunity for infec- 
tion. Ten infections were deep, three of these resulting in 
death. Average delay in recovery in deep infection was 34 
days and in superficial infections, 8 days. These surgeons 
say, “...a long open operation provides ample time for air- 
borne contamination, especially when one considers that 
the contaminating organisms may already have reached a 





stage of accelerated growth. With a generation time of 20 
to 30 minutes, a small inoculation of organisms (staph) 
into devitalized tissue or clotting blood can progress to an 
important focus during a case.” 

Average operative time was one hour and thirty-five 
minutes with open hip procedures and lumbosacral fusions 
taking up to four hours. “Among static objects in the 
operating suite, five out of six grew hemolytic staphylo- 
cocci. The airborne spread of organisms was demonstrated 
by an agar plate exposed in the operating room for one 
hour, which grew abundant colonies of hemolytic staphylo- 
cocci.” 


If you were wondering about the disinfectant activity of 
Tergisyl® detergent-disinfectant against other infectious 
organisms besides antibiotic resistant staph, please send for 
our revised brochure on the new formulation. It is planned 
for even greater economy in buying and saving in labor. 
With the new 1:100 recommended dilution, dependable 
bacteriological control and aseptic detergent action are 
achieved in one cleaning operation. Rinsing is not even 
needed. If you would like samples of Tergisyl, as well as 
the brochure, please don’t hesitate to ask for them. 

L&F’s Tergisyl is the detergent-disinfectant being used 
at Huggins Hospital in Wolfeboro, N.H., and reported 
upon by Dr. Ralph Adams, Chief of Surgery, in the April 
4, 1959, issue of the Journal of the American Medical Asso- 
ciation, after successful control of infection in the O.R. in 
300 consecutive cases. With the infection rate still at only 
.25% after 800 cases, Dr. Adams reported his “zone con- 
cept’ of O.R. infection control in Surgery, Gynecology and 
Obstetrics 110:376 March, 1960. Amphyl® was used for 
blanket disinfection. Reprints of both articles are available. 
May we send them to you? 


Is there an area in your hospital where you find disin- 
fection procedures particularly hard to apply? If so, please 
accept my invitation to discuss it with us. Although disin- 
fection applies to only one part of the complete infection 
control program, it is an important one and we just might 
be able to help. Our research laboratories and technical 
advisors would be glad to work with you and I, personally, 
hope you will ask. Please let me hear from you. 


Cake FA 


Charles F. Manz 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 
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Guest editorial 


by Lloyd A. Morley 


Director Division of Medical Facilities 
Alaska Department of Health & Welfare 





Hospital Operation In Alaska 
—A Challenge 


Alaska, “The Land of the Midnight 
Sun” and more recently called “The 
49th State,” presents a challenge to 
all who live within her magnificent 
boundaries. She possesses similari- 
ties in climate, topography and peo- 
ple to those found in most of the 
“South 48 States.” In addition there 
are many conditions found only in 
this state. 

Geologically Alaska is the last 
unexploited resource for untold 
minerals and oil on our North 
American continent. Oil exploration 
is growing daily and new areas of 
population are being born. As the 
needs for Alaska’s mineral wealth 
grow so will her population grow. 

With the development of Alaska’s 
unexploited resources will come the 
increased need for development of 
hospital and medical services. The 
migrating population to Alaska and 
the present population averages 24 
years of age. This is similar to the 
States of the West when they en- 
tered the Union. Families having 
children born in 1957 averaged 
three children per family. 

With Alaska’s varied 1957 popu- 
lation—15 percent of native origin 
consisting of Eskimo, Indian and 
Aleut blood; 66 percent nonnative in 
origin and 19 percent military—we 
have a varied hospital system at this 
time. 

The. approximate 210,000 popula- 
tion is served by nine Alaska Native 
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Health Service Hospitals, 18 non- 
profit general hospitals and two mil- 
itary hospitals with supporting dis- 
pensary type units across the state. 

The military hospitals serve only 
the military. The Alaska Native 
Health Service Hospitals serve only 
the natives except in serious emer- 
gencies. The general hospitals op- 
erated by nonprofit church groups, 
cities, public utility districts and 
nonprofit corporations serve all the 
remaining people in addition to 
some members from the native pop- 
ulation and military dependents. 

The nonmilitary hospitals vary in 
size from a three-bed hospital on 
the Glenn Highway to the 400-bed 
Alaska Native Health Service Hos- 
pital at Anchorage. The 1959 State 
Hospital Plan showed there were 
442 general hospital beds and 515 
tuberculosis hospital beds in the 
nine Alaska Native Health Service 
Hospitals serving a native popula- 
tion of approximately 33,863 per- 
sons. Due to the new methods of 
treating tuberculosis and the re- 
duction in the tuberculosis rate, 
there is a constant shift of beds 
from tuberculosis categories to gen- 
eral bed categories in this group. 
The nonnative population is served 
by the 18 non-Government hospitals 
which supply services to some 125,- 
000 persons. In this group there are 
a total of 507 general hospital beds 
and 16 tuberculosis beds. 


At the time of the preparation of 
the 1959 State Plan, 42 percent, all 
non-military general hospital beds 
(398), were found to be unaccept- 
able. This picture will change with 
the completion of a new 50-bed re- 
placement of an Alaska Native 
Health Service Hospital at Kotze- 
bue, Alaska, and the construction 
of a new 125-bed mental hospital 
at Anchorage by the Sisters of 
Providence. The state is planning 
a 225-bed mental hospital at An- 
chorage, Alaska, which can be ex- 
panded to 500 patients. At the 
present time Alaska’s mentally ill, 
if hospitalized, must be transported 
and tourist travel to the new state, 
of Oregon. 

With the expected increase of 
population, industrial development 
and tourist travel to the new State, 
it is expected we shall experience 
difficulties in keeping up with the 
needed hospital replacement and 
expansion. 

Hospitals in Alaska are located 
over a wide area; many have no 
connecting roads or rail lines. All 
must get supplies from the South 
48 States by boat, plane or in some 
instances the Alaska Highway. The 
hospitals at Barrow, Nome, Kotze- 
bue, Tanana, Bethel, and Dilling- 
ham must order supplies for one 
year, to arrive on one to six supply 
trips during the summer months. 
All food, fuel, medical supplies, 
construction and maintenance and 
supplies must be procured from the 
other states then shipped to Se- 
attle, Washington, for consolidation 
and shipment. In the case of the 
hospital at Barrow one supply ship 
arrives late in August in coordina- 
tion with the “ice packs” in the 
Arctic Ocean. The administrator of 
these remote hospitals has a logistic 
problem comparable to troop move- 
ments in time of war. Any omis- 
sions or shortages in supplies have 
to be transported by air throughout 
the months of no navigation. 

The rivers serve as summer 
month transportation passageways 
in the north country to some of the 
hospitals located away from the 
coast but not connected to the State 
Highway system or rail system. Any 
materials shipped by river barge or 
boat must be off-loaded from 
steamers at the mouth of the rivers. 
All perishable fresh produce is 
shipped by air. If possible, wild 
game such as seal, reindeer, whale, 
and fish are utilized when avail- 
able. The dietician must have adapt- 
able menus in order to take advan- 


Please turn to page 98 
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™ JAMES E. STUART is president of the Blue Cross As- 
sociation. He has spent more than half of his life as a 
health and welfare administrator and he is recognized 
as one of the leading thinkers on hospital economics. A 
North Carolinian by birth, he studied at Emory and 
Henry College and later obtained both the bachelor’s 
and master’s degrees in law from George Washington 
Law School. 

He began his career in the health and welfare field as 
superintendent of the Society for the Prevention of 
Cruelty to Children in Westchester County, New York 
in 1927 and moved to Ohio to undertake similar activi- 
ties for the Ohio Humane Society in Cincinnati. 

During the depression, with over 100,000 people on 
relief in Hamilton County, Ohio, Mr. Stuart set up a 
Public Relief Program which operated a work relief 
program soon employing 25,000 persons and furnished 
the model for similar work programs established later 
on a national basis. 

Jeb Stuart entered the Blue Cross in 1942 when he 
became executive director of Cincinnati Blue Cross 
Plan. At that time the plan was in its infancy and the 
benefits offered were, by today’s standards, extremely 
limited. Under Mr. Stuart’s leadership, the extent of 
coverage was doubled and exclusions and limitations on 
drugs and x-rays were eliminated. 

In 1957, fifteen years later, the membership of the 
Cincinnati plan had grown to over 1,300,000 people or 
2/3 of the plan area population. The success of the Cin- 
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James E. Stuart 


President 
Blue Cross Association 


cinnati Plan depended upon the strengthening of rela- 
tionships between the community and the Blue Cross 
Plan. The subscribers were given greater voice in the 
discussion of all matters pertaining to Blue Cross such 
as benefit patterns and rates and a hospital advisory 
counsel, consisting of administrators of participating 
hospital, had an opportunity to discuss matters affect- 
ing hospitals. Mr. Stuart had an excellent working re- 
lationship with the medical profession and had a medi- 
cal advisory committee to help him with planning. All 
of these committees and devices were famous firsts for 
Blue Cross and for Mr. Stuart. 

On the national level, Mr. Stuart was active in the 
Blue Cross serving as vice chairman of the Blue Cross 
Commission, as consultant to the U. S. Health Educa- 
tion and Welfare Department and in various other na- 
tional capacities too numerous to mention. 

It was logical, therefore, that Mr. Stuart should ul- 
timately rise to the present high position which he as- 
sumed on January 1, 1960. Jeb Stuart is known for his 
tactful handling of difficult situations as well as for his 
ability to persuade people to work together. His almost 
unlimited patience and his diplomatic approach to diffi- 
cult considerations stamp him as one of the leaders of 
the health field at a time when adverse environments 
threaten the voluntary hospital system. The health field 
is indeed fortunate to have such a spokesman as Jeb 
Stuart and with this salute HOSPITAL MANAGEMENT 
wishes him success in the difficult days ahead. m= 
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hospital calendaR 


August 


14-19... American Society of Hospital 
Pharmacists, Shoreham and Shera- 
ton-Park Hotels, Washington, D.C. 


American Pharmaceutical Associ- 
ation, Shoreham and Sheraton- 
Park Hotels, Washington, D. C. 


. National Association of Boards of 


Pharmacy, Shoreham and Shera- 
ton-Park Hotels, Washington, D.C. 


. American Association ef Blood 


Banks, Jack Tar Hotel, San Fran- 


cisco, California. 


. American College of Hospital 


Administrators, Jack Tar 
San Francisco, California. 


Hotel, 


29-Sept. | American Hospital Association, 


Civic Auditorium, San Francisco, 
California. 





HOW TO UPGRADE COMFORT 
... CUT REPLACEMENT COSTS! 





Specify ‘“‘Strength of Steel’’ 


Perm:A-Lator 
WIRE Insulators 


Wear tests prove Perm-A-Lator “Strength 
of Steel’? Wire Insulators last 214 times 
longer than ordinary insulators. Comfort 
tests prove Perm-A-Lators keep padding 
out of springs permanently—never any 
“Coil Feel.” Specify 
Perm-A-Lators! Get / wpe Pers 
more-for-the-money J». halon 
value in bedding and USE=7 ‘pm 
furniture! h ‘s lEy 
lee. 


Perm:-A:Lator 


SS 4 a DP 42 4 2 a2 4 


wire insulators 


FLEX-O-LATORS, INC., Carthage, Mo. 


WRITE TODAY 
for Free om = 
“Guide To Buying” 

Quality Bedding 

and Furniture 





Plants in Carthage, Mo., New Castle, Pa., High Point, N. C. 


For more information, use yellow postcard inside back cover. 





September 


-2.. 


. Montana 


. Nursing Service 


. Colorado 


National Association of Hospital 
Purchasing Agents, San Francisco, 
California. 


Association, 
Mon- 


Hospital 
Florence Hotel, Missoula, 
tana. 


Administration, 
Lafayette Hotel, Buffalo, N. Y. 


Hospital Association, 
Stanley Hotel, Estes Park, Colo- 
rado. 


. West Virginia Hospital Associa- 


tion, White Sulphur Springs, West 
Virginia. 


October 


ee 


. Hospital 


. Maryland-District 


. Saskatchewan 


. Oregon 


- American 


. American Society of Anesthesi- 


ologists, Statler Hotel, New York 
City. 


of Rhode 
Hotel, 


Association 
Island, Sheraton-Biltmore 
Providence, Rhode Island. 


. American Association of Medical 


Clinics, Roosevelt Hotel, New 
Orleans, Louisiana. 


. American Association of Medical 


Record Librarians, Olympic Hotel, 
Seattle, Washington. 


of Columbia- 
Delaware Hospital Association, 
Shoreham Hotel, Washington, D.C. 


Hospital Associa- 
tion, Bessborough Hotel, Saska- 
toon, Saskatchewan. 


. Idaho Hospital Association, Elks 


Lodge, Boise, Idaho. 


Hospital Association, 
Gearhart Hotel, Gearhart, Oregon. 


Dental Association, 
Statler-Hilton Hotel, Los Angeles, 
California. 


List Your Meetings 


As soon as the dates for the next 


succeeding meeting of an organiza- 
tion have been determined an offi- 
cial should forward those dates at 
once to Editor, Hospital Manage- 
ment, 105 W. Adams St., Chicago 3, 
lll. to insure appearance here. 
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BY LAKESIDE 


as — F | the ultimate 
me | : in heavy-duty 
Za : stainless steel carts 


Here’s real value . . . rugged per- 
formance . . . in a sparkling new 
Lakeside line. Satiny stainless steel, 
reinforced at every point of stress 
— to carry heavy loads easily, safe- 
ly for years and years. Perfect bal- 


ar , : ance, plus extra-heavy wheel bear- 

Ste ings, means Imperial carts glide 
ai Pe ; easily and silently, even over the 
tel, < roughest floors. Imperial is ready 


to work for you now at a cost that 
will surprise you . . . pleasantly. 


ical 
lew 


ical 
tel, 


bia- 
ion, 


Another first for Lakeside! 
Imperial stainless steel carts are the first to be approved 


. by the National Sanitation Foundation under their Stand- 
ota- ard No. 2. When ordering, simply specify ‘‘N.S.F. Ap- 
ska- proved”’ model number. 


VITAL STATISTICS 





























Elk IMPERIAL LINE 721 722 743 144 
z Number of Shelves 2 3 2 
Size of Shelves 18 x 27 18 x 27 21 x 33 21 x 33 
ob A Shelves 19 = 35 } 19 2° 35 | 22 ‘= 37 | 22 tie 37 It glides easily, It's perfectly It's rugged... It’s built to last 
Stainless Steel in Scent 18 ga. ; : 18 ga. silently. balanced. double-durable. . +. and always 
ion, Stainless Steel in Legs 1x1x% 1xlx\% looks new. 
on Diameter of Wheels _ 8”—9” —S§ es 
¥ tener ne a Equipment aa cone we! wk P a : ; 
arrying Capacity S. Ss. S. S. 
Shipping Weight 43 Ibs. 55 Ibs. 59 Ibs. 74 Ibs. She // lik e t oO Wor. k with /mper. Jal 
ion, List Price f.o.b. Milwaukee $104.50 $122.50 $123.50 
sles, N.S.F. Approved Construction 




















Sc Rite anaemia ntact wine nia pes J enna 
LAKESIDE MFG. INC., 1974 S. Allis St., Milwaukee, Wisconsin 


Certainly, I’m interested in learning how the new 
Imperial line of stainless steel carts can help me. 


. L §21 522 543 
List Price f.o.b. Milwaukee $118.00 $137.50 $138.00 
Slightly Higher in West. Subject to Change. 


) E ‘ @ / Pa & As 


) MANUFACTURING INCORPORATED 
1974 South Allis Street, Milwaukee 7, Wisconsin 





0 Please rush additional information. 
O Please have dealer call. 


Address 
City 











America’s leading manufacturer of Stainless Steel Carts and Trucks _— 
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BOOKS 


Industrial Noise Manual 


by the American Industrial Hygiene Asso- 
ciation, Detroit, Michigan, 1958. $7.50 


= This manual represents three 
years of study by a special com- 
mittee of the American Industrial 
Hygiene Association. Some of the 


results of the study disclosed in 
this manual include the techniques 
of sound measurement and the in- 
fluencing factors both theoretical 
and practical which lead to er- 
roneous results. Procedures for a 
noise survey, the biological and 
mechanical damages resulting from 
various noise’ stimulation, and 
guides for establishing and record- 
ing the medical aspects in an In- 
dustrial Hearing Conservation pro- 
gram are other points which the 
committee covered. 
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—metal, rubber, glass, plastic 
~—all through the hospital— 
use WECK CLEANER. It's wondertul! 


Speci: 
Which 2 
jlustrates 








DELIVERY ROOM 





EMERGENCY ROOM 


70 years of knowing how [ERE 


BECK & COMPANY Brooklyn 1, my. 


VISIT US AT OUR BOOTH NO. 447 — AHA CONVENTION 


For more information, use yellow postcard inside back cover. 





A chapter of special value to the 
plant engineer concerns the more 
practical engineering steps in con- 
trol of noise with charts showing 
sound transmission losses of vari- 
ous building and structural mate- 
rials, together with equipment 
noise specifications. 

This manual is well illustrated 
with forms, charts and graphs. It 
is, however, highly technical and 
of value only to the qualified engi- 
neer or administrator who has had 
professional, scientific training or 
education. Dan Roop #8 


The Master Stunt Book 


by Lawrence M. Brings. T. S. Denison and 
Company, Minneapolis, 1956. pp. 431. $3.95 


Fun with Stunts 


by Effa E. Preston. T. S$. Denison and Com- 
pany, Minneapolis, 1956. pp. 350. $3.95 


™ EACH OF THESE BOOKS Offers a 
collection of short skits, sketches, 
stunts, games, pantomimes, charades, 
action and musical novelties, en- 
tertainments and talking acts for 
presentation by teenagers and 
adults for the entertainment of 
audience and participants. This ma- 
terial has been tested and retested 
to provide entertainment that is 
simple, requires no staging, no re- 
hearsals, no favorite players. Good 
additions to your school library 
HVE 8 


Floor Maintenance Manual, 
4th revised edition 


by Dave E. Smalley, Technical Editor. Trade 
Press Publishing Company. $2.50. 


™ SYSTEMATIC FLOOR MAINTENANCE 
is stressed in this manual with the 
individual chapters giving detailed 
methods and materials necessary 
for the treatment and care of 15 
different types of floors and flooring 
materials. Floor maintenance fin- 
ishes, stain removal, and the use 
of hand and power tools are amply, 
yet simply, described. 

Your legal responsibility is out- 
lined and for easy reference a 
Maintenance Floor Chart is in- 
cluded, covering the entire treatise. 

An excellent manual and train- 
ing aid for all persons responsible 
for the care and treatment of floor 
areas in the hospital with factual 
data covering everyday problems. 

Dan Roop 8 
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ALL-ELECTRIC HOSPITAL BED 


the FOREMOST in electric bed 
design and efficiency 
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REVERSE TRENDELENBURG 
(Head Traction) POSITION 
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The amp bed is listed by Underwriters’ Laboratories, Inc., 
for use with oxygen administering equipment. 


We invite your inquiry 
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First from American 





New ideas, 
new products 
or 
housekeeping... 







through one service expert! 


American representatives understand housekeeping 
needs. They offer valuable experience and expert counsel in binet Chains tiene, an Annee 
every hospital area...and the widest, most complete selec- field representative for 16 years. 





4 . 4 Sin joi A ican, 

tion of products and services in the field. You can rely on napa pel thoy nore 

American’s reputation for quality and for prompt, depend- the University of California, Charlie’s 

“4 ° . . rkabl nthusi h kept 
able delivery. Your man from American is dedicated to sath aati udawemanadon neat: 
your hospital’s best interests . . . call him with confidence. edge of hospital problems. 
The First Name 

in Hospital Supplies 
2020 RIDGE AVE., EVANSTON, ILLINOIS Regional Offices: Atlanta « Boston « Chicago « Columbus « Dallas Kz 


Export Departments: General—Flushing 58, L.1., N. Y.,U.S.A.; Latin America—Miami 35, Fla.. U.S. A. In Canada—Fisher & Burpe, Division of American Hospital Su 





















































Kansas City « Los Angeles « Miami » Minneapolis *» New York « San Francisco « Washington 
Supply Corporation (Canada) Limited, Winnipeg 12, Manitoba. In Mexico—Hoffmann-Pinther & Bosworth, S. A., Mexico 1, D. F., Mexico. 
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hospitals & the Law 


by Emanuel Hayt, LL.B. 


Divided Court Upholds Immunity 
of Public Hospital in Colorado 
for Burns to Infant 


® This is an action for damages for 
personal injuries. Trial of the cases 
resulted in a verdict in favor of 
plaintiff for $35,000.00. The City and 
County of Denver, against whom 
said judgment was entered, brings 
the case for review. 

The action was commenced April 
24, 1957, and the complaint contained 
allegations that plaintiff was born on 
July 27, 1946; that plaintiff was ad- 
mitted to the Denver General Hos- 
pital on February 1, 1947, where she 
was treated for pneumonia; that on 
February 7, while she was strapped 
in her bed part of her treatment 
consisted of the use of a steam 
vaporizer; that while thus being 
treated she was very seriously 
burned from steam or hot water, or 
both. 

Defendant offered no evidence. It 
relied on the contention that the 
City was not liable, under the doc- 
trine of immunity, for negligence in 
the performance of a governmental 
function. 

Municipal corporations exercise 
two classes of powers, “one .. . is of 
a public and general character, to be 
exercised in virtue of certain at- 
tributes of sovereignty delegated to 
it for the welfare and protection of 
its inhabitants; the other relates 
only to special or private corporate 
purposes, for the accomplishment of 
which it acts, not through its public 
officers as such, but through agents 
or servants employed by it. In the 
former case its functions are politi- 
cal and governmental, and no liabil- 
ity attaches to it, either for nonuser 
or misuser of a power; while in the 
latter, it stands upon the same foot- 
ing with a private corporation, and 
will be held to the same responsi- 
bility with a private corporation for 
injuries resulting from its negli- 


Considering that the hospital, 
where the events upon which plain- 





tiff relies occurred, was maintained 
and operated “for the purpose of 
preserving and maintaining the 
health of the people of the said City 
and County of Denver,” the munici- 
pal entity was carrying on in its 
governmental, not its corporate ca- 
pacity, hence would not be liable. 

The judgment was reversed and 
the cause remanded with directions 
to dismiss the action. 

However, a minority opinion by 
two of the judges, in dissenting and 
voting to affirm the judgment, held 
that sovereign immunity should 
never have been recognized in Col- 
orado since the foundation for the 
rule never existed in this state. 
(City and County of Denver v. Mad- 
ison, 10 CCH Neg. Cases 2d 450- 
Col.) 


Court Affirms no Negligence 
Proved in Open Heart Surgery 


= This diversity litigation, filled 
with human drama, has its genesis 
in an attempt to perform open heart 
surgery upon Leslie Ann Thompson, 
the minor daughter of Dan F. 
Thompson and Geraldine B. Thomp- 
son who were the _ unsuccessful 
plaintiffs in the trial court. 

These actions were commenced 
against the University of Minnesota, 
its Board of Regents and six medical 
doctors, who are or were members 
of the faculty of the University of 
Minnesota Medical Schcol. 

Mr. Thompson seeks to recover 
$300,000 and Mrs. Thompson $250,- 
000, as compensation for damages 
allegedly sustained as the result of 
injuries to Mrs. Thompson, claimed 
to be the result of negligence in the 
performance of medical procedures. 
Prior to the trial, the actions were 
dismissed by the trial court as to the 
University of Minnesota and the 
Regents of the University, each be- 
ing a state governmental body and 
immune from suit. 

About an hour after Mrs. Thomp- 
son had been brought into the op- 


erating room, with her table being 
placed about six feet from the table 
occupied by Leslie Ann, an unusual 
incident occurred. At this time the 
cannulations on Mrs. Thompson had 
been completed but the cross-cir- 
culation hook-up had not been es- 
tablished. Dr. Uri, the anesthesiolo- 
gist at Mrs. Thompson’s table, stated 
rather loudly that he could not get 
the blood pressure and pulse of Mrs. 
Thompson, the donor; immediately 
Dr. Warden removed the stopper 
from the catheter which had already 
been inserted in the femoral artery 
and observed that the blood was 
deeply cyanotic. Immediate steps 
were taken to restore the blood 
pressure and pulse of Mrs. Thomp- 
son, and in a short time this was 
accomplished. Because of this in- 
cident, cross-circulation between 
Mrs. Thompson and Leslie Ann was 
not effected and the operation on 
Leslie Ann was abandoned. It was 
subsequently determined that Mrs. 
Thompson sustained a brain lesion 
which caused a partial paralysis of 
her body and other injuries, all of 
which are serious, permanent and 
partially disabling. 

The Court was required to pass on 
the question of whether there was 
evidence of negligence which caused 
Mrs. Thompson to suffer an air em- 
bolism. As applied to physicians and 
surgeons in malpractice cases, the 
usual standards of ordinary care are 
modified to some extent in recogni- 
tion of the fact that the practice of 
medicine is a special art. 

The plaintiffs failed to establish 
by probative evidence that any of 
the participators or any other person 
present in the operating room failed 
to exercise the duty of due care im- 
posed upon them. Although plaintiffs 
made a feeble attempt to establish 
that the I.V. set-ups themselves 
were defective in some manner, in 
this they were wholly unsuccessful; 
there was not a shred of evidence 
that air was forced into Mrs. Thomp- 
son’s blood stream by any means; 
there was no expert evidence show- 
ing or from which it could be in- 
ferred that an empty IV. bottle 
would necessarily or even possibly 
result in an air embolism. In short, 
there was no evidence that it was 
negligent to permit an I.V. bottle to 
run dry, or that such alleged negli- 
gence caused the air embolism. 

The judgment of the trial court 
dismissing the complaint was af- 
firmed. 

(Thompson v. Lillehei et al., 10 CCH 
Neg. Cases 2d 461—USDC—Minn.) 
¥ 


HOSPITAL MANAGEMENT 














JUL" 


a, ae 


4 
4 
4 
y 
5 
5 
1 
S 
n 
S 
nN 
Ss 
3. 
n 
if 
sf 
d 


JULY, 1960 


A NATURAL FOR THE NEW MOTHER- 
WITH BUILT-IN GOOD WILL FOR YOU! 


FORMULA SERVICE PLAN 








FEED-RITE PLASTIC #274-P 
Hospital Selling Price 
Price to Mothers 


2 gross $1.44 per $2.65 per 
lots carton carton 


S gross $1.38 per $2.65 per 
lots carton carton 


DURAGLAS #154-P 


Hospital 


2gross $1.15 per 


lots 


Selling Price 
to Mothers 
$2.00 per 
carton 


5 gross $1.05 per $2.00 per 


lots 


DAVOL FORMULA SERVICE PLAN helps mother and baby 
make a smooth transition from the hospital to the home. 
Here’s how it works— 


1, Hospital buys Davol “Handy-Packs.” Each pack holds 
6 Davol DURAGLAS or FEED-RITE Nursers — 
enough for a 24-hour supply of take-home formula. 


_ Hospital offers mothers a 24-hour supply of formula 
in Davol Nursers for the regular retail price of empty 
Davol Nursers. 


_ Hospital buys at special price—provides an improved 
patient service at a profit. 


_ “Handy-Packs” eliminate need for hospital to supply 
its own containers . . . simplify mother’s first day 
at home. 


_ Davol supplies handy order forms for distribution to 
maternity patients. A special order form for each plan. 


carton 


Davol Duraglas and Feed-Rite Nursers are guaranteed 
by Good Housekeeping Magazine. Come complete with 
famous Davol Nipples—specially vented to regulate flow 
of formula, prevent clogging and nipple collapse. Davol 
nursers and parts are readily available at neighborhood 
drug or department stores. 
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ALSO AVAILABLE 


#254-P Feed-Rite Plastic with nipple inverted 
+174-P Duraglas with nipple upright and with cover 


CONTACT YOUR HOSPITAL 
SUPPLY DEALER OR WRITE — 


Poavor] RUBBER COMPANY 


IE 
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MEdSIcAl RECORDS 


by Adeline C. Hayden, C.R.L. 


Laboratory Work Outside Hospital 


QUESTION: Is laboratory work done 
outside the hospital acceptable and 
should the report be filed on the med- 
ical record? 


ANSWER: Work done in a licensed 
state, county or city-approved lab- 
oratory is acceptable in lieu of work 
in the hospital. The laboratory re- 
port must be the original copy and 
by all means must be made a part 
of the patient’s permanent record. 
A note from the physician will not 
suffice, the slip must be on the 
medical record. 


Correcting Medical Record 


QUESTION: What procedure should 
be followed for correcting the original 
data on a medical record? 


ANSWER: No actual change or 
erasure should be made on the 
existing medical record. The physi- 
cian may date and append a note at 
the end of the progress record mak- 
ing the desired correction, which 
gives the reason for the change. The 
note must be signed by the physi- 
cian who wrote it. The same policy 
may be followed if a patient re- 
quests a change. For correction of a 
birth or death certificate, an affi- 
davit should be made by the in- 
quirer at the Bureau of Vital Sta- 
tistics. The corrections are made at 
the Bureau and a notice of the cor- 
rection is sent to the hospital where 
it is filed with the patient’s hospital 
record, no corrections being made 
on the original record. 


Authority and Responsibility 


QUESTION: I have heard many pa- 
pers read on “Organization and Man- 
agement of the Medical Record De- 
partment” and I am confused about 
the way most people use the terms 
authority and responsibility. Can you 
set me straight? 


ANSWER: I shall endeavor to dif- 
ferentiate between authority and re- 
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sponsibility. The two terms are us- 
ually linked. When the author uses 
one word the other is implied. By 
authority is meant the power to 
make and issue executive decisions. 
Responsibility is the obligation and 
the duty of compliance. You must 
remember there are four kinds of 
authority namely staff, functional, 
line and authority to coordinate. If 
you are interested in Organization 
and Management, I would suggest 
that you secure a copy of Business 
Organization and Management by 
Peterson and Plowman. You will 
find it most interesting. 


Diet Sheets on Charts 


QUESTION: Must we have a diet 
sheet on every chart? 


ANSWER: The standards sstate, 
“There shall be a systematic record 
of diets, correlated with the medical 
records.” 


Contents of Nurses’ Notes 


QUESTION: Are there any regulations 
relative to the contents of nurses’ 
notes? 


ANSWER: There are no require- 
ments concerning nurses’ notes. It is 
the responsibility of the staff and 
the nursing department to develop 
the policies for the institution con- 
cerning the extent of nurses’ notes 
to be recorded. 


Medical Technology 


QUESTION: How would you suggest 
that I acquire a working knowledge of 
medical terminology, other than by 
taking a formal course? 


ANSWER: A good medical diction- 
ary from which you can secure the 
derivation of terms is most impor- 
tant. There are many excellent ref- 
erence books on terminology, three 
of which are “Guide to Medical 
Terminology” Wallace and Anne 
Clerk, “Medical Terminology Made 


Easy” Je Harned Bufkin and “Un- © 
derstanding Medical Terminology” 
Sister Agnes Clare. These books af- 
ford the knowledge of the compo- 
nent elements of medical terms and 
give medical terms and their syn- 
onyms. The use of these books will 
help you to pronounce and spell 
terms correctly and to detect errors 
in the use of medical and surgical 
terms in addition to detecting the 
meaning of medical words by an- 
alyzing their elements. If you are 
just beginning to study terminology 
my advice is to memorize a list of 
stems designating the part and func- 
tions of the body and the meaning 
of prefixes and suffixes in combina- 
tion with the list of stems. 


Progress Notes 


QUESTION: Every time our medical 
record committee chairman changes, 
there is always a discussion on prog- 
ress notes. Will you please clarify for 
us, just what a progress note is? 


ANSWER: Progress notes are spe- 
cific statements written by the 
physician or by the intern or resi- 
dent relative to the course of the 
disease. Progress notes are the re- 
port of the physician’s own observa- 
tions. Progress notes are written as 
often as the physician deems neces- 
sary to provide a chronological rec- 
ord of the patient’s progress. The 
progress notes should conclude with 
a summary of the patient’s progress 
during his hospitalization. If there is 
a change in the intern service dur- 
ing the patient’s hospitalization, the 
intern leaving the case should sum- 
marize the patient’s condition the 
day he leaves the case and the in- 
tern who comes on duty should 
carry the progress notes on from 
that time. Each note should be 
signed by the individual writing the 
note. 


Coroner's Cases 


QUESTION: What type of cases are 
considered as coroner’s cases? I am 
record librarian in a small 40 bed 
hospital and am expected to assume 
the duties of admitting officer at 
times. 


ANSWER: In the majority of states 
the law requires that any death 
occurring suddenly, under any sus- 
picious circumstances, or as the re- 
sult of an accident, regardless of 
how remote, must be reported to 
the coroner. This reporting is 
usually done by telephone and is 
the responsibility of the admitting 
department. ® 
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‘ ... double safety... 


og ready for instant use 
e Save nurses’ time 


a The new A.C.M.1. Sterile Packaged Prémium 
¢ Eliminate auto- 


Catheter is double-protected by double 
claving expense 


packaging, for assured sterility. Even should the 
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resilient inner peelable package still protects 


_the sterile catheter from contamination. 


Sterilization is achieved under rigidly 
controlled conditions; and is checked by 
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each lot is released. These catheters 
meet U.S.P. sterility standards 


and government specifications. 


FREDERICK J. WALLACE, President 
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e by R. H. Browning, M.D. and 


Irving Pine, M.D. 


= Nn 1955, the General Assembly of 
the State of Ohio enacted legisla- 
tion authorizing legal hospital cus- 
tody for recalcitrant tuberculosis 
patients. The procedure requires 
that a complaint be filed by the 
health commissioner in the patient’s 
home district. The probate court of 
his country hears the case after 
adequate legal notice to the patient. 
If the complaint is upheld, the pa- 
tient is transported to the detention 
unit of the Ohio Tuberculosis Hos- 
pital by a sheriff's deputy. He re- 
mains under court order until this 
order is lifted by the probate judge 
who issued it. The hospital admin- 
istration has no responsibility for 
determining whether a_ patient 
should be admitted nor for deter- 
mining the proof of “communica- 
bility” of tuberculosis on which the 
court makes its decision. 

The hospital does have the re- 
sponsibility, however, of recom- 
mending discharge when the period 
of communicability has passed. This 
becomes a matter of medical judg- 
ment, since the decision is based 
on more than the presence or ab- 
sence of tubercle bacilli in the 
sputum. The concentrated sputum 
smear must be negative but, also, 
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Legal Custody of 


Recalcitrant Tuberculosis Patients 


Report of a Hospital Program 


previously visible cavities seen on 
X-ray examination must be closed 
and a sufficient period of time must 
have elapsed after the above 
changes to indicate that the patient 
is safe for contact with others. 

The average occupancy of the unit 
is about ten and has been as high 
as 17. From the beginning, it has 
been the policy of the hospital to 
provide as much in the way of 
necessary and desirable treatment 
and patient activities as is furnished 
to other patients, providing these 
are consistent with the operation of 
the detention unit. The staff is in- 
doctrinated with the idea that it is 
not our purpose to punish anyone, 
no matter what his previous record 
may be. The unit is quiet, no force 
is required and patient cooperation 
is usually obtained. 

The usual patient arrives full of 
anger and resentment, expecting the 
worst. After a week or so, the na- 
ture of the hospital adjustment be- 
come more apparent. Individual pa- 
tients, although reacting different- 
ly, generally show an adaptation 
that could be characterized as one 
of sullen cooperation. Only in rare 
instances are there gross difficul- 
ties so that limits have to be set, 
isolation for security used, or some 
form of discipline considered. Al- 
though these techniques are avail- 
able, they are generally thoroughly 
discussed and applied only after 
some staff consensus. 

Newly admitted patients pass 
through a period of orientation and 
education about their tuberculosis. 
Many of them have previously ac- 


HOSPITAL MANAGEMENT 





quired incorrect information. If their 
behavior is reasonably good and if 
they show an understanding of 
their problems, they will be con- 
sidered for transfer to an open ward 
after a period of several weeks. De- 
cisions are made at weekly meet- 
ings of the staff committee ap- 
pointed for this purpose. This com- 
mittee represents several disciplines 
including occupational therapy, so- 
cial service, medicine and nursing. 
The progress and status of each pa- 
tient on the unit is considered in- 
dividually and recommendations are 
made for future management. 

Each area which operates a de- 
tention unit for recalcitrant patients 
will have its own problems which 
cannot be defined in advance. Some 
of them can be anticipated and pre- 
pared for; others will be learned 
and resolved only by experience. 

Our experience suggests that a 
maximum number of 15 to 17 pa- 
tients of this type is desirable for 
efficient medical, psychiatric and 
social management. One could easi- 
ly overload a facility, invite diffi- 
culties and ruin the morale of pa- 
tients and personnel. In our opin- 
ion, it would be unwise to proceed 
with the operation of a detention 
unit without having facilities and 
personnel to carry out the program 
in a satisfactory way. 

Not all patients accept the hos- 
pital regimen. A number refuse to 
observe the rest and exercise sched- 
ule of the detention unit. Since our 
policy is not to force treatment, no 
discipline is attached to such be- 
havior so long as other patients are 
not disturbed. Such lack of cooper- 
ation, however, would ordinarily 
tend to prevent transfer of the pa- 
tient to a regular ward. 

For the patient who is beyond 
persuasion or who is abusive or 
threatening, a brief stay of 24 or 
48 hours alone in a security room 
with simple equipment has been 
effective and has increased the de- 
gree of cooperation. Seven patients 
have been subjected to this dis- 
cipline. We have learned that pa- 
tients who are borderline psychotics 
and those who are full of resent- 
ment and tension will respond at 
certain times only to this sort of 
management. In two or three pa- 
tients there was strong evidence 
that they were psychologically and 
socially maladjusted when trans- 
ferred to an open ward. They acted 
in such a provocative manner as to 
require their return to the deten- 
tion unit, which they welcomed! 

One patient in the group dis- 
charged during this period refused 
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to accept his antituberculosis drugs 
part of the time, and two patients 
refused surgical recommendations. 
An occasional patient remained un- 
cooperative and hostile over a long 
period. Usually such a patient is 
not transferred to a regular ward. 
A few individuals may display pro- 
longed irritability because of being 
locked up and develop a better atti- 
tude only when transferred to an 
open ward. One court order patient 
has left the hospital without author- 
ization. She was on an open ward 
at the time and was apprehended 
and returned to the hospital two 
days later. 

Of the patients (table 1) who 
were admitted during the 18 months 
under study, 31 of the 50 were men, 
and 44 of the 50 were of the Cau- 
casian race. The average age was 
45.5 years with a range from 19 
to 78. This table records also the 
number of previous hospital admis- 
sions and “against medical advice” 
(AMA) discharges. 

In this group (table 2) 10 percent 
had previously had some form of 
thoracic surgery in treatment of 
their tuberculosis. 

Of the 24 patients (tables 3 and 
4) who were discharged during the 
period under study, the total dura- 
tion of stay averaged 202 days. The 
time spent on the detention unit 
and on open divisions by this group 
is also displayed. It is noted that 12, 
or 50 percent, had no positive lab- 
oratory findings for tubercle bacilli 
during this admission. This was a 
surprising situation, since all pa- 
tients were committed with the idea 
that they were community hazards 
and presumably infectious. A study 
of these 12 patients reveals, how- 
ever, that four had definite open 
cavities, three more had filled cavi- 
ties, two patients were postresection 
and were admitted for convalescent 
care after prior AMA discharge, 
two patients showed nodular disease 
which regressed slowly just prior 
to and during hospital care, and 
the other patient showed noncavi- 
tary nodular disease which was un- 
changing and thought to be inac- 
tive. This patient had refused co- 
operation with his local health de- 
partment, so that his status was 
unknown prior to admission. He 
was promptly discharged when his 
inactive condition was understood. 
It appears that there was ample 
justification for admission for diag- 
nosis and treatment of all these pa- 
tients. 

For four patients, this was the 
first care in a tuberculosis hospital. 
These individuals had refused co- 


Table 1. Ohio Tuberculosis Hospital Court 
Order 


Patients Admitted, 11/4/57 to 5/4/59 





No. of patients 50 
Men 4l 
Women 
White 
Negro 

Age range |9 to 78 years 
Average age 45.5 years 

Previous hospital admissions 7 
Average 2.12 

Previous AMA discharges 7 
Average 1.86 

No previous TB hospital care 4 





Table 2. Extent of Disease in Court Order 
Tuberculosis Patients 





TB classification on admission 50 
Minimal 4 
Mod. advanced 18 
Far advanced 27 
TB-silicosis ! 

Duration of TB range from 4 to 264 months 

Average in months 49.8 

Previous thoracic surgery 5 





Table 3. Court Order Tuberculosis Patients 
Discharged 





Discharged 24 
Regular 22 
Psychiatric 2 

Duration of stay 41 to 413 days 
Average in days 

On detention unit 28 to 235 days 
Average in days 95.25 

On open division 0 to 302 days 
Average in days 


202.16 


106.91 





Table 4. Court Order Tuberculosis Patients 
Discharged 





Sputum Status 
Positive on admission 
Converted to negative 
Transferred, still positive 
Negative throughout 
Cooperation 
Good 
Fair 
Poor 
Use of discipline 
Yes 


No 





Table 5. Psychiatric Classification of Recal- 
citrant Patients 





Psychosis with organic brain syndrome 2 

Psychosis with schizophrenia, chronic 
paranoid 3 
Alcoholism, chronic 16 
| 


Marginal sociopsychiatric adjustment 
problem 

Mental deficiéncy 

Organic brain syndrome, mild, without 
psychosis 2 

Miscellaneous 7 

Total 50 


Personality pattern disturbance 7 
12 











operation with their local health 
departments. Enforced hospitaliza- 
tion seemed the only way to de- 
termine whether or not they had 
significant active disease. All of this 
group turned out to have active tu- 
berculosis. 


Psychiatric Classification 


Classification of the recalcitrant 
patients into psychiatric categories 
was undertaken. This was done to 
separate the different syndromes 
and disorders and to study the rela- 
tion of the patients and their re- 
calcitrant status to their psychiatric 
classification. 

Each patient was seen by a psy- 
chiatric resident. Subsequently and 
independently he was seen by the 
consulting senior psychiatrist. Thus, 
there were two opinions, but few 
differences in classification oc- 
curred except in the subheadings or 
perhaps in those patients in the 
marginal group. Although an ex- 
planation was not sought routinely 
for the patients’ previous refusal to 
accept hospitalization, this was al- 
ways formulated by the senior psy- 
chiatrist. 

A study of the 50 patients (table 
5) shows that two were suffering 
from a psychosis with organic brain 
syndrome. One of these had such 
difficulties in orientation and 
created so many management prob- 
lems that he had to be committed to 
the state mental institution for the 
tuberculosis. In both of these pa- 
tients, judgment was so impaired 
that they could not comprehend the 
need for hospitalization. 

Three patients were diagnosed as 
chronic paranoid schizophrenics. 
One was committed to the state 
hospital because he _ continually 
fought with personnel, mostly with 
words, about regulations and tak- 
ing his drugs. Another refused 
drugs saying, “It is against God’s 
will” but because in other respects 
he was cooperative he was not com- 
mitted to a psychiatric hospital. The 
third schizophrenic patient who had 
an alcoholic history went through 
many verbal assualts but, because 
no physical assaults were expected 
or occurred, he finished his treat- 
ment program with us. These three 
patients could not accept hospital- 
ization previously because they 
were all suspicious, suffered feel- 
ings of- isolation from their com- 
munities, and led a_ schizophrenic 
way of life which, they felt, was 
threatened by living in a_ tuber- 
culosis hospital. 

By far the largest group were the 
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alcoholic patients. As in all people 
classed as alcoholic, many problems, 
diagnoses and social factors are 
known to exist. Sixteen of 50 pa- 
tients were classed as chronic al- 
coholics. At least seven of these 
were in an acute alcoholic episode 
at the time of admission, thereby 
giving an answer in part, at least, 
for not accepting hospitalization. All 
could be classed as having one of 
the personality disorders with al- 
cholism and, in addition, two or 
more were in borderline psychotic 
states or perhaps chronic undif- 
ferentiated schizophrenia. One 58- 
year-old male had evidence of a 
moderate organic brain syndrome 
probably due to his 30 to 40 years 
of alcoholism. 

Seven patients more difficult to 
explain were classed as personality 
disorders. We know that patients 
so classified often do accept hos- 
pitalization, and we are puzzled as 
to the personality structure of the 
patient, in itself, explaining this re- 
calcitrancy. We consider that their 
family and social milieu produce a 
conflict, so that they have to deny 
or refuse to accept hospitalization, 
lest their tenuous position in the 
family be uprooted. 

Twelve patients seemed to elude 
strict psychiatric classification. They 
all had borderline or low intelli- 
gence quotients; they impressed us 
as inadequate, immature, or with 
inferiority feelings; they had made 
marginal social adjustments as far 
as their jobs or family life was 
concerned. Their behavior was 
schizoid, antisocial or  dissocial. 
Since much of their behavior was 
on the margin of attaining adjust- 
ment but seemed not quite to “make 
the grade,” we coined the term, 
“marginal personality.” It seemed 
likely that they were the type of 
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You called, sir? 


patients who would resist hospital- 
ization, because they felt they could 
not successfully adjust to the hos- 
pital. 

One patient was in a class by 
himself because of his very low 
I.Q. and was diagnosed as mentally 
deficient. He was also in trouble 
because of alcoholism, so that be- 
tween his dependency needs and 
lack of understanding, he could not 
comprehend the meaning of hos- 
pitalization. 

Two patients were in the group 
of organic brain syndrome without 
psychosis. Their memory, judgment, 
and retention were slightly im- 
paired. It seemed that at the ages 
of 70 and 78, they felt they should 
not be required to change their 
ways and come to a hospital. 

The remaining seven patients 
comprised a miscellaneous nonclas- 
sifiable group but were viewed as 
presenting problems peculiar to the 
individual. Two of these patients 
were mother-attached single mid- 
dle-aged men. Another was a pa- 
tient with a 35-year history of dis- 
abling rheumatoid arthritis and a 
nine-year history of chronic bar- 
biturate dependency. One 43-year- 
old recently married female had 
her marriage interrupted by the 
diagnosis of tuberculosis and a con- 
comitant mixed psychoneurotic syn- 
drome. Another 63-year-old patient 
felt his rights to visit his family 
were limited by a tuberculosis hos- 
pital. He became recalcitrant and 
showed primarily a denial reaction 
of his tuberculosis. The sixth pa- 
tient was a 58-year-old retired min- 
er who felt that he could get treat- 
ment and hospitalization at this 
hospital only if he were AMA from 
his previous hospital. This he ac- 
complished. A seventh patient was 
an active male, aged 75, who by 
his aggressive, obstinate personality 
had_ resisted hospitalization for 
more than seven years. He even ac- 
cumulated affidavits showing he 
had negative sputa and maintained 
his denial of tuberculosis by projec- 
tion, accusing others for his hos- 
pitalization. 


Discussion 


It is reasonable to infer that each 
patient has his own rationalization 
for refusal to accept hospitalization, 
and in a few cases this did seem 
plausible. In the light of their psy- 
chiatric condition, sociopsychiatric 
adjustment, and personality struc- 
ture, most of the patients give us 
a deeper understanding of their re- 
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A NEW concept 


Automation for Hospital Central Service 


JULY, 1960 


by Charles U. Letourneau, M.D. 


@ THE CONCEPT of a hospital central 
sterile supply service is a mag- 
nificent idea of long standing which 
has been tried in numerous hos- 
pitals over a period of many years. 
But it has really never been success- 
ful. In few, if any, hospitals does the 
central service operate efficiently; 
in few, if any, hospitals is it the 
valuable administrative tool that it 
ought to be. Most central services 
today are neither central nor do 
they give service. The vast majority 
of existing central service depart- 
ments are neglected, misunderstood 
and unappreciated. They function as 
a dumping ground for procurement, 
supply and distribution of jobs that 
no one else is willing or able to do. 

At the first annual meeting of the 
National Association of Hospital 
Central Service Personnel,* it was 
discovered that there is such a lack 
of uniformity of practice in central 
service as to defy standardization. 
Under present circumstances it is 
almost impossible to achieve a rec- 
ognizable entity that could be re- 
garded as a typical hospital central 
service department. There appears 
to be but slight similarity of func- 
tions between one hospital c.s. de- 
partment and another. 

A workshop session turned up the 
fact that a large number of c.s. de- 
partments are buying, storing, han- 
dling or dispensing parenteral fluids 
for use in the hospital. This is ac- 
knowledged to be a pharmacy item in 
most hospitals. It is also a recognized 


*See the Newsletter of the NAHCSP on 
the "pink pages" in this issue. 


practice to inject drugs into the par- 
enteral solution for use on a par- 
ticular patient. This amounts to com- 
pounding a drug. But in many hos- 
pitals c.s. is being saddled with this 
item to compensate for lack of serv- 
ice in the pharmacy. It was the con- 
sensus that all parenterals ought to 
be handled in the pharmacy and 
nowhere else. 

But, good sports that they are, 
the cs. personnel agreed to go 
on doing it, even though they 
feared the consequences. Somebody 
has to do it! The apprehension of 
c.s. personnel who are obliged to 
dispense parenteral fluids may not 
be without foundation. Dispensing 
of parenterals might be interpreted 
as dispensing of drugs by unlicensed 
and perhaps incompetent personnel. 
But theirs not to reason why! 

Another cause of apprehension 
stems from the responsibility which 
many c.s. departments have for the 
handling and dispensing of oxygen 
and inhalation therapy equipment. 
In most instances, central service is 
responsible for this equipment by 
default. No one else wants it so it is 
automatically dumped into central 
service. Central service personnel do 
the best they can but it is admitted 
that they have little competence to 
maintain IPPB equipment, to use 
only one example. 

In the organizational hierarchy of 
hospitals, central service is a head- 
ache to organization chart makers. 
They rarely know where to place it. 

It has been the practice to assign a 
registered nurse to head this de- 
partment because she was familiar 
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with nursing procedures and so 
could give professional advice and 
supervision in the cleaning, prep- 
aration and sterilization of materials 
for use by nurses throughout the 
hospital. 

Since a registered nurse usually 
supervised the department, admin- 
istrators assumed, without giving it 
another thought, that this type of 
activity was a function of nursing. 
Oddly enough, it is still regarded as 
a nursing function in some nursing 
circles even though the central serv- 
ice nurse may never go near a pa- 
tient during the course of her work. 

During the past decade, analyses 
by industrial experts in distribution 
have modified the attitude of hos- 
pital administration toward central 
service. This department is begin- 
ning to show up in its proper light. 
It is a supply service regardless of 
the professional qualifications of the 
person in charge. Today, many cen- 
tral service departments are em- 
ploying practical nurses, nurses’ 
aides and non-nursing personnel. In 
some instances the department is 
headed by persons who are not reg- 
istered nurses but who do have an 
understanding of the function of the 
supply department. 

Why has there been such a mis- 
conception of central service? Why 
has there been such a failure of hos- 
pital administration to make use of 
fundamental principles of procure- 
ment, storage and distribution of 
materials which have been used in 
industry for at least 60 years? 

The original idea of central serv- 
ice was that all supplies would be 
channeled through a central point 
for distribution throughout the hos- 
pital. The obvious advantages are 
quicker and better service with a 
saving in personnel by avoiding 
reduplication of people and equip- 
ment. Yet, in most hospitals, this is 
precisely what central service does 
not do and never has done until 
quite recently—within the past five 
years. 

Hospital administrators have al- 
ways adopted a laissez faire attitude 
toward central service, reasoning 
that it must be a professional func- 
tion since a registered nurse was in 
charge. The department was thus 
relegated to the jurisdiction of the 


department of nursing. This relieved - 


the hospital administrator of re- 
sponsibility for this department. This 
attitude of shirking responsibility 
for the administration of profes- 
sional services has been character- 
istic of some hospital administrators 
with strictly business backgrounds. 
Failing to appreciate that central 
sterile supply is only a part of the 
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over-all supply problem of the hos- 
pital, many hospital administrators 
are wasting an unbelievable number 
of people on such a simple problem 
as getting sterile supplies up to the 
parts of the hospital where they are 
needed. 

In many hospitals, the surgical 
operating room maintains its own 
work room and collects, cleans, 
packs and sterilizes its own instru- 
ments and materials in preparation 
for the surgical operations to come. 
Exactly the same thing is done in 
the maternity department where a 
complete cleaning, packing and 
sterilizing workroom is maintained. 
Besides these two major services in 
the hospital, most hospitals still 
maintain utility rooms on each nurs- 
ing unit which are easily recogniz- 
able by smelly disinfectants and 
sometimes more offensive odors. In 
these places the walls are festooned 
with dripping bedpans, urinals, 
gloves, water jugs, lengths of rubber 
and plastic hoses, hot water bags, 
ice bags and other accoutrements 
which sometimes ought to be in mu- 
seums instead of in up-to-date hos- 
pitals. 

Central service in these hospitals 
has an ill-defined function but acts 
as choreboy who is called upon to 
do the impossible whenever there is 
a shortage of sterile supplies or 
when someone has failed to keep an 
adequate supply of sterile materials 
on the nursing floors or in the treat- 
ing services. 

In a few hospitals where adminis- 
tration has begun to recognize the 
true significance of central supply, 
the head of central service is re- 
sponsible directly to the administra- 
tor or to one of his assistants for 
giving adequate service in the hos- 








Ideally it should occupy a 
substantial floor space adjacent 
to and between the surgical 
operating suite on one side and 
the maternity suite onthe other 











pital where it is needed. The cen- 
tral service supervisor is no longer 
responsible to the director of nurs- 
ing. This has been a great relief to 
both persons. 

But not all the blame should be 
placed upon hospital administrators. 
In the last analysis these have to 
work with the tools which are given 
to them. Bad design makes for bad 
administration. The complete lack 
of comprehension on the part of 
architects, hospital designers and 
consultants of the true function of 
central services has led to its loca- 
tion in some unbelievably inacces- 
sible portions of the hospital, usually 
as an afterthought on somebody’s 
part. The typical c.s. department is 
often located in an_ ill-ventilated 
basement without adequate floor 
space and traversed by steam pipes 
hanging low. 

Having located it inaccessibly the 
designers then often forget to pro- 
vide it with rapid communication 
and delivery systems to various 
parts of the hospital. Some were 
thoughtful enough to locate the de- 
partment near a busy elevator. 
Others made concessions by install- 
ing slow dumbwaiters which are 
capable of filling only one order at a 
time and must be shared with phar- 
macy and sometimes with the di- 
etary department. It is only in rare 
instances that automatic conveyors 
have been provided which deliver 
goods rapidly to the nursing floors; 
but these involve notification of the 
recipient by telephone and then dis- 
placement of the recipient a not in- 
considerable distance to collect the 
materials from a reception point. 

Small wonder that dissatisfactions 
quickly develop in the surgical and 
maternity suites where prompt serv- 
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ice is an absolute must. Failure re- 
sults in complaints to the adminis- 
trator and finally brings about a 
reduplication of service as these two 
departments duplicate the central 
service in their own locations. In 
some places, a third service can be 
found in the emergency department 
as a further compensation for the 
inefficiency of central service. 

Such failure in planning is what 
leads some hospital administrators 
to state that central service is a 
most inefficient method of preparing 
and distributing sterile materials in 
the hospital. Fortunately, some in- 
dustrial engineers have begun to 
take an interest in hospitals and to 
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The lower floor contains the receiving section & should 
be adjacent to the laundry. Here all soiled materials 
including linens, bedpans, instruments and other re- 
usable matevials should be veceived, washed, cleaned, 
brocessedand veturned via conveyor to the floor above 
vhich would handle only clean materials. 
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Central service should be located on two floors, 
one abovethe other. 

The lower-floor for dirty (figure 3) 
contains the receiving section and should 
be adjacent fb the Gg me fi 2 A 

The upper floor (fequre 4) for clean bas the 
job jf toe soy and dispatching materials 

hould be nert to the ‘ph armacy. 


work with hospital planners and 
consultants who are willing to take 
advice. Some revolutionary new 
concepts are being developed which 
have been used in industry for a 
long time. 

As industry might conceive it, the 
central sterile supply service ought 
to be located centrally. One indus- 
trial engineer stated that it ought to 
be where the lobby is now. The cen- 
tral service department ought to oc- 
cupy the same position as a spider 
does in a web, capable of receiving 
communication rapidly from all 
parts of the hospital and of distrib- 
uting rapidly in the same way. 

Ideally, it should occupy a sub- 
stantial floor space adjacent to and 
between the surgical operating suite 
on one side and the maternity suite 
on the other (figure 1). This would 
promote personal contact with both 
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pharmacy. In this way the clean and dirty sides 
of central service cau 6e separated with complete 


safety. 


major services. This is often neces- 
sary in an emergency. In close prox- 
imity also should be the laundry, 
the general stores and the phar- 
macy. The department should be 
equipped with rapid transit distribu- 
tion systems including a continuous 
flow automatic conveyor system 
which delivers goods directly to the 
nursing unit which should be lo- 
cated at a minimum distance from 
each patient. 

In the larger hospitals, this de- 
partment should be supplemented 
with the largest size pneumatic tube 
conveyor system so that smaller 
articles can be dispatched with even 
great rapidity to their final destina- 
tion. Undoubtedly certain problems 
have to be worked out with the sys- 
tem but they are not insurmount- 
able. One only has to visit a large 
national mail order house to realize 
how goods can be handled rapidly 
and accurately to be convinced that 
automation and distribution of ma- 
terials in our hospitals is feasible 
and has long been overdue. 

Central service should be located 
on two different floors, one above 
the other (figure 2). The lower floor 
(figure 3) contains the receiving 
section and should be adjacent to 
the laundry. Here all soiled mate- 
rials including linens, bedpans, in- 
struments and other reusable mate- 
rials should be received, washed, 
cleaned, processed and returned via 
conveyor to the floor above which 
would handle only clean materials. 
The upper floor (figure 4) has the 
job of sterilizing and dispatching 
materials. It should be next to the 
pharmacy. 

In this way the clean and dirty 
sides of the central service can be 
separated with complete safety. 
Strict discipline undoubtedly is 
helpful in ordinary central service 
departments but it is difficult to 
achieve with the category of un- 
trained personnel who are usually 
assigned to central service. 

The possibilities of creating a cen- 
tral service department with an ef- 
ficiency that could rival industry is 
very real. All that is required is 
some coordinated thinking and bet- 
ter education of those who are re- 
sponsible for designing, planning and 
operating hospitals. Central service 
is indeed an administrative service 
and the sooner administrators can 
be made to realize their responsibil- 
ities in this vital supply line, the 
sooner we may look forward to a 
reduction of distribution costs in the 
hospital, to an elimination of the 
problem of cross-infection and to a 
better quality of service to patients 
and physicians, 2 
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™® PREPACKAGING is a_ subject in 
which everyone has an interest and 
an active part. Let’s get the idea out 
of our heads that prepackaging is 
only for the other fellow. The sub- 
ject is generally broken down into 
two areas: (1) hospital packaging 
or prepackaging; (2) industrial 
packaging for hospital use. 


Hospital Packaging 


Early records show a switch in 
1924-1926 from floor preparation to 
central preparation of various sup- 
plies. Solutions, sets and dressings 
used to be prepared on the floors 
and used almost immediately. Then 
came the switch to central prepara- 
tion and storage for use, as required. 
This is the move that made pre- 
packaging necessary because sterile 
supplies had to be preserved sterile 
over a period of time. 

If we trace the history of hospital 
used materials to prepackage, we 
can find several examples. Take 
wraps for example. We traditionally 
think of double thickness muslin, 
which has the advantages of steam 
penetration, maintenance of sterility 
for two weeks, holding the bundle 
securely, and relatively good dura- 
bility. On the other hand, muslin 
also has some disadvantages, which 
are a requirement for re-steriliza- 
tion every two weeks, laundering, 
inspection and repair, inventory 
control, difficulty in marking and a 
varying cost of raw materials. 

If we take the new concept of a 
two-way stretch crepe wrap, we 
find that it has the advantage of 
easy steam penetration, holds the 
bundles securely, maintains steril- 
ity over an indefinite period of time 
and is produced and delivered to 
the hospital in constant and pre- 
dictable quality. No laundering or 
repairs are necessary but inspection 
for re-use produces an economy. 
Crepe is easily marked and has a 
constant known cost which, in this 
day of cost consciousness, is im- 
vortant. 

Other new types of wraps have 
also been developed for smaller 
items, which were previously 
wrapped in muslin. Such wraps are 
Kraft paper bags, envelopes or 
sheets of paper. New materials, such 
as glassine papers, cellophane tub- 
ing, foil and polyethylene bags have 
been produced to eliminate the need 
for glass constriction tubes, stain- 


Mr. Burrell is with American Hospital 
Supply Corp., Evanston, Ill. 

Presented at the Institute for Central 
Service Personnel, New York City. 


38 


by B. S. Burrell 


Prepackaging-a reality 


Economical 


Convenient 


less steel syringe and needle ster- 
ilizers and Steritubes. 

All of these developments have 
contributed certain factors, which 
influence the prepackaging through 
the years. 


Industry Packaging 


The first example of industry 
packaging is what gave birth to our 
company. Our founder, Mr. McGaw, 
rolled bandages and packaged them 
in order to deliver them to the hos- 
pitals. He bought bulk goods and 
re-packaged them, so the hospitals 
could use them. Since that time, he 
has been instrumental in the de- 
velopment and introduction of pre- 
packaged solutions and sets, all 
kinds of dressings, syringes and 
needles. 

The industry is interested in giv- 
ing you want you want and need, 
not what it thinks you should have. 
This is where I would like to put in 
a plug for my own activities. I am 
on the constant prowl for new or 
improved products or methods of 
doing a job. I don’t run a hospital 
or a hospital department, so I must, 
instead, beg you for your ideas and 
suggestions. American Hospital 
Supply Corporation has a policy and 
procedure, written out, about this. 

We use about two out of every 
100 suggestions and are four times 
better than U. S. industry as a 
whole on this basis. They have to 
review 200 suggestions in order to 
get one item. The chemical indus- 
try reviews 593 to get one product 
suggestion that will materialize into 
a marketable product. We fare bet- 
ter because we don’t have to have 
the extremely high volume poten- 
tials which other industries have to 
find. 

Now let us look at the factors in 
our hospital system which make 
prepackaging a reality, not an idea 
—convenience; patient comfort; pa- 
tient safety and legal protection; 
assurance of asepsis; economy, 


Since you are completely familiar 
with the entire hospital line, you 
will be able to draw the conclusions 
from products mentioned in each 
category. For example: 


Convenience 
1. Plaster of Paris Bandages. 
2. Petrolateum Gauze. 
3. Aerosolized Benzoin. 
4. Individually Packaged Lube- 
Jel. 


Patient Comfort 
1. Kerchiefs. 
2. Prepackaged Enemas. 
3. Salt, Pepper, and Sugars. 
4. Freez-A-Bags. 


Patient Safety and Legal Protection 
1. I. V. Solutions and Sets. 
2. Haemolets, ASR Blades. 
3. Drinking Straws. 
4. Needles and Syringes. 


Assurance of Asepsis 
1. Dressings of all types. 
2. Applicators and Tongue De- 
pressors. 
3. Needles and Syringes. 


Economy 


All of these factors certainly con- 
tribute to the need for prepackag- 
ing. But the major consideration is 
economy. What makes up the over- 
all combination of events, which 
makes economy the prime factor in 
pre-packaging? 

1. First is the community demand 
for more and better care. As inpa- 
tient admissions increase, demands 
seem to increase—we want two-bed 
and private rooms, not four- and 
six-bed wards. 

2. The second event that is af- 
fecting hospital economy is the trend 
of hospital expenses. The percentage 
of dollar payroll to the total ex- 
penses of a hospital is increasing 
year-by-year and is now up to 61 
percent, as against 53 percent ten 
years ago. We are looking for ways 
to bring labor costs down or to keep 
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them even, and prepackaging has 
been a significant factor in this fight. 

3. The reason that the prepackag- 
ing of items is of assistance in this 
program is that the general oc- 
cupancy in 1958 was 74 percent of 
all hospital beds. A 100-bed hos- 
pital, at 100 percent occupancy per 
month would require 218 personnel 
to operate. If the same 100-bed hos- 
pital were only 74 percent occupied, 
there would be a requirement for 
167 people. What does a hospital do 
with the 51 extra people? The ob- 
vious answer to use fewer people, 
working at a steady rate, to pre- 
package items for use during peak 
load times and keep stored equip- 
ment on hand in a sterile condition. 

4. To Summarize—Demands are 
increasing. Building and expansion 
are increasing. Fluctuations in oc- 
cupancy are increasing. Payroll pro- 
portion of expense is increasing. 

So much for 1959. What do we 
face in the way of specific problems 
in 1960? 


Standardization 


Inability of hospital administrators 
and their staff supervisors to stand- 
ardize items, such as needles, syr- 
inges and tubes prevent you from 
benefiting by volume prices, re- 
duced inventory and bookkeeping 
costs, and personnel confusion when 
so many items are stored. Further- 
more, if the manufacturers can 
standardize, they too will gain these 
benefits and prices will be reduced 
further or, at least, hold their own 
in a rising labor cost market. 

Pharmaseal has two sizes of 
drainage tube (3/16 inch and 9/32 
inch). They found these would fit a 
vast majority of hospital needs and 
stuck with two. The tubing is ac- 
tually available in hundreds of sizes, 
but by taking a logical stand, it ap- 
pears they have done us all a serv- 
ice. 


One-Time Use Items 


Industry is working on many sin- 
gle use items. A prerequisite on al- 
most everyone is prepackaging for 
immediate use, no matter how long 
it stands. A notable example among 
the long range projects now on our 
boards is the matter of prepackaged 
instruments. 

I sincerely believe that today, 
more than ever before, your suppli- 
ers are genuinely interested in giv- 
ing you what you want, prepack- 
aged in the way that you want it. 
Let us know how our products can 
be improved and we will all bene- 
fit. a 
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by Kenneth Marshall 


single-Use Packaging 


How to evaluate it 


™ MAJOR INTEREST in packaging is 
today centered on the single-use 
package which delivers a product to 
the user ready for immediate use. 
This is the area in which the sup- 
plier can make the most significant 
contribution and in which central 
service personnel must exercise 
judgment as to whether the package 
is satisfactory for its intended use. 

‘ Here are certain factors which 
each hospital may consider in eval- 
uating a package for single-use 
merchandise: 

1. Should the item be packaged 
sterile or just clean, ready for use? 
This is particularly important since 
sterilization costs money. In many 
cases an item packed clean ready for 
use will be more than adequate al- 
though it may be replacing an item 
which in the past has always been 
packed sterile. Sterilization in the 
past was designed to preclude cross- 
infection and, therefore, was a ne- 
cessity. The plastic disposable glove 
advocated for single use throughout 
the hospital is an item which needs 
only to be clean and which, in fact, 
replaces a sterile glove. 

It is necessary to evaluate the ul- 
timate purpose rather than to as- 
sume that everything new should 
follow the pattern of the past. 

2. We should take note of the type 
of sterilization which has been used 
—steam, gas or electron beam. Elec- 
tron beam sterilization produces al- 
most perfect results since there is 
no problem of penetration to the 
center of the sterilizer or exposure 
for an extended period. This allows 
the item to be completely packaged 
in advance rather than being pack- 
aged and then handled under usual- 
ly expensive sterile conditions. 

The most important factor in buy- 
ing packaged sterile products is 
confidence in the supplier and the 
manufacturer. Since the supplier is 
not always the manufacturer, you 
must look beyond the representa- 
tive supplying the merchandise to 
you. It is both impossible and im- 
practical to check the sterility of 
every product shipped to you and 


* so you must rely on the proven rep- 


utation of the supplier to produce 


Mr. Marshall is vice president of A. S. 
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and supply the item in accordance 
with its description. 

3. Is the material used in the 
package properly designed to do the 
job? In this respect, the packaging 
material must meet at least these 
requirements: 

a) Preserving cleanliness or ste- 
rility throughout the handling life 
of the product. 

b) Good package identification 
including size, description and con- 
dition, if sterile. 

c) Provide for convenient dis- 
pensing, handling and distribution 
within the hospital. 

d) Resistance to breaking or 
puncture of the packaging material. 
This is of particular importance 
with regard to a sterile product. 

Through the use of gas or elec- 
tron beam sterilization, we are able 
to use materials such as polyethy- 
lene and aluminum foil which are 
generally stronger than paper, more 
moisture resistant and, in many 
ways, more desirable. Polyethylene 
in particular and most plastics in 
general (except cellophane) will 
preserve cleanliness and _ sterility, 
will not crack with age and are very 
moisture-resistant. 

4. If the product is to be pur- 
chased sterile, is provision made for 
opening the product in accordance 
with a sterile technique? The tech- 
nique which seems to be receiving 
greatest favor is the peel-back tech- 
nique. This is a particularly easy 
evaluation to make since the sup- 
plier presenting this product to you 
should be able to -demonstrate such 
technique to your satisfaction. 

5. If the product is packed sterile 
it should be obvious to the eye 
whether the package has been 
opened intentionally or unintention- 
ally. In this respect, if a package can 
be closed in a demonstration there 
is always a question whether this 
might be done in a hospital. Perhaps 
the best package is one which is de- 
stroyed when it is opened for any 
purpose. 

There is no such thing as the per- 
fect package and we can expect im- 
provements in materials and tech- 
niques each year, each month and 
perhaps each week. To the supplier, 
there is one primary goal involved 
in the package and that is better pa- 
tient care. With this there is seldom 
room for compromise. 
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® THERE Is a great deal of confusion 
about the definition of nursing 
homes and homes for the aged. The 
’ terms mean different things to dif- 
ferent people. In attempting to de- 
velop recommendations relating to 
standards for the maintenance and 
operation of nursing homes and 
homes for the aged it became ap- 
parent to our study staff that at 
least some working definitions 
would have to be developed if much 
progress were to be made. Such 
definitions were a prerequisite to 
communication even 


\ adequate 
among those who were working on 
the project. 

Primary consideration was given 
to the definitions used by State 


licensure agencies. They were 
found to vary greatly from State to 
State with no two States having the 
same definitions. There were many 
conferences with State agency per- 
sonnel and with administrators of 
nursing homes to develop working 
definitions representing a general 
consensus of opinion. 

Consideration was also given to 
the following definitions appearing 
in Federal legislation for the Hill- 
Burton Construction Program and 
the Federal Housing Administra- 
tion Insured Mortgage Program. 

The Hill-Burton Construction 
Program: 

“The term ‘nursing home’ means 
a facility for the accommodation of 
convalescents or other persons who 
are not acutely ill and not in need 
of hospital care, but who require 
skilled nursing care and related 


Dr. Underwood is Chief, Nursing Home 
Services Section, Chronic Disease Program, 
Division of Special Health Services, Bureau 
of State Services, Public Health Service, 
U. S. Department of Health, Education, and 
Welfare. 
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medical services—(1) which is op- 
erated in connection with a hospital 
or (2) in which such nursing care 
and medical services are prescribed 
by, or performed under the general 
direction of, persons licensed to 
practice medicine or surgery in the 
State.” 

The Federal Housing Administra- 
tion Insured Mortgage Program: 

“The term ‘nursing home’ means 
a proprietary facility, licensed or 


, Tegulated by the State (or, if there 


is no State law providing for such 
licensing and regulation by the 
State, by the municipality or other 
political subdivision in which the 
facility is located), for the accommo- 
dation of convalescents or other 
persons who are not acutely ill and 
not in need of hospital care but 
who require skilled nursing care 
and related medical services, in 
which such nursing care and medi- 
cal services are prescribed by, or 
are performed under the general 
direction of, persons licensed to pro- 
vide such care or services in ac- 
cordance with the laws of the State 
where the facility is located.” 

The working definitions that fi- 
nally were established for the pur- 
poses of developing the standards 
guide were as follows: 

The term “nursing home” means 
a facility or unit which is desig- 


Nnated, staffed and equipped for the 


accommodation of individuals who 
are not in need of hospital care but 
who are in need of nursing care 
and related medical services which 
are prescribed by or performed un- 
der the direction of persons licensed 
to provide such care or services in 
accordance with the laws of the 
State in which the facility is lo- 
cated. 

The term “home for the aged” 


means a facility or unit which is 


designated, staffed and equipped for 
the accommodation of individuals 
who are not in need of hospital care 
but who are in need of assistance 
with the essential activities of living 
in a protected environment. 

It was realized however that for 
icensure purposes a fuller defini- 
tion was necessary. Such a defini- 
tion should be as free as possible 
from loop holes by which unethical 
or unscrupulous individuals might 
circumvent the law or ordinance. 
In this regard even the very ar- 
rangement of the terms and modify- 
ing phrases become quite important. 
After much deliberation and con- 
sultation the following proposed 
definition of a nursing home for 
licensure purposes was developed: 

“Nursing home” means an_ in- 


‘stitution, building, residence, pri- 


vate home, or other place, part, or 
unit, however named, whether for 
profit or not, including facilities op- 
erated by the State or a political 
subdivision thereof, which is adver- 
tised, offered, maintained, or op- 
erated by the ownership, or man- 
agement, for a period of more than 
24 hours, whether for consideration 
or not, for the express or‘ implied 
purpose of providing accommoda- 
tions and care for two (2) or more 
individuals, not related to the own- 
er or manager by blood or mar- 
riage within the third degree of 
consanguinity, and who are in need 
of nursing care and related medical 
services which are prescribed by 
or performed under the direction of 
persons licensed to provide such 
care or services in accordance with 
the laws of the State or Territory. 

Let us consider some of the terms 
and phrases used in the above def- 
inition: 

1. “Or unit” is used to clearly in- 
dicate that a nursing home may be 
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either a complete facility by itself 
or a part of another facility. For ex- 
ample, a hospital might have a nurs- 
ing home unit. 

2. “For the accommodation of” 
implies that patients are to be fur- 
nished shelter, lodging and related 
services in addition to nursing care 
and related medical services. 

3. “Nursing and related medical 
services” describes the primary 
function of the facility or unit. It is 
modified by the qualifying phrase 
“which are prescribed by or per- 
formed under the direction of per- 
sons licensed to provide such care 
or services in accordance with the 
‘aws of the State in which the fa- 
cility is located.” The corffusing and 
troublesome term “skilled nursing 
care” is thus avoided. Each State, 
by licensure, determines what is or 
is not covered in the practice of 
medicine, dentistry, nursing, and 
other related medical services. Since 
the definition is written for nursing 
home licensure purposes which is 
the responsibility of the State and 
‘ocal governments it seems advis- 
able to use the definitions the State 
uses for nursing, care and related 
medical services 

4. “Whether fpr profit or not” re- 
fers to the status of the individual 
as determined by the United States 
Internal Revenue Service for Fed- 
eral income tax purposes. 

5. “Whether for consideration or 
not” refers to whether or not pay- 
ment is made for the services. The 
inclusion of this phrase makes it 
unnecessary in court actions to 
prove whether or not there was any 
charge for the service. 

6. “Related to the owner or man- 
ager” is included so that relatives 
can be cared for without a license. 
All facilities or units coming under 
the definition should be subject to 
licensure, regardless of their opera- 
tional auspices. Nursing homes op- 
erated by the State or a political 
subdivision thereof should be sub- 
ject to licensure but could be ex- 
empted from the fees established 
therefor. 

7. The phrase “two (2) or more” 
was used because it would perhaps 
be unfair and unwise to include 
homes caring for one non-relative. 
If the number were higher than two 
(2) the way is open for a number 
of small nursing homes which 
would not be subject to licensure. 

The needs of individual patients 
was the basic consideration in de- 
veloping the proposed definitions 
and classification of nursing homes 
and homes for the aged. It will be 
noted, however, that the above def- 
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inition refers to what the facility 
or unit is staffed and equipped to do 
and not what kinds of patients are 
cared for. For licensure purposes 
we must concern ourselves with the 
services the facility is to offer. 

The definition identifies the type 
of facility or unit for which stand- 
ards are to be developed. The 
standards will relate to the physical 
facilities, staffing, equipping, and 
other aspects of the establishment, 
maintenance, and operation of the 
nursing home. 

Thus it is recognized that a def- 
inition for licensure purposes does 
not stand alone but is intended for 
use as a part of a licensure law or 
ordinance. Other provisions of such 
legislation including the rules and 
regulations adopted thereunder may 
modify or limit the nursing home 
such as: 

1. Certain individuals may be ex- 
cluded from nursing homes such as 
those who: (a) are suffering from 
mental illness for which confine- 
ment in a mental institution is in- 
dicated; (b) are in need of ma- 
ternity care; (c) are in need of 
treatment for alcoholism or drug 
addiction; and (d) have active tu- 
berculosis. 

2. Other individuals may be ex- 
cluded unless special arrangements 
are made for their care, such as in- 
dividuals who are under 20 years 
of age, and who are suffering from 
contagious diseases other than tu- 
berculosis. 

It was further recognized that the 
standards to be established under 
or in the law or ordinance should 
not be a part of the definition ex- 
cept where it is imperative to in- 
clude them. 


Home For The Aged 


A fuller, legal definition of a 
“home for the aged” would follow 
the pattern of that used for a nurs- 
ing home and would read as fol- 
lows: 

“Home for the aged” means an in- 
stitution, building, residence, pri- 
vate home, or other part, or unit 
however named, whether for profit 
or not, including facilities operated 
by the State or a political subdi- 
vision thereof, which is advertised, 
offered, maintained, or operated by 
a period of more than 24 hours, 
whether for consideration or not, 
the ownership, or management, for 


’ for the express or implied purpose 


of providing accommodations and 
care for two (2) or more individ- 
uals, not related to the owner or 
manager by blood or marriage 


within the third degree of con- 
sanguinity, and who are not in need 
of hospital care but who are in 
need of assistance with the essen- 
tial activities of living in a protected 
environment. 

The term “home for the aged” is 
one of the most controversial in the 
nursing home field. Some individ- 
uals apply it to a facility offering the 
whole gamut of medical and social 
services. Others feel that the term 
applies to facilities offering a level 
of complexity of care that is less 
than that of the nursing home. The 
term “personal care home” was con- 
sidered. It is good insofar as it goes 
but there are many individuals in 
homes for the aged (as defined) 
whose primary need is other than 
personal care. 

The term “multicare facility” is 
used to describe those facilities that 
offer a wide range of complexities 
of care. For the purpose of the 
standards guide a multicare facility 
is defined as: 

An integrated facility which has 
identifiable units in at least two of 
the following categories: 

1. A general hospital, chronic 
disease hospital, infirmary or other 
hospital unit. 

2. A nursing home unit. 

3. A home for the aged unit. 

4. A hotel, motel, apartment 
house, boarding house, or other type 
of housing facility for the accommo- 
dation of individuals who are not 
in need of hospital, nursing home 
or home for the aged care. 

For licensure purposes the fol- 
lowing terms also need defining: 

1. “Ambulatory patient” means an 
individual who is physically and 
mentally capable of walking a nor- 
mal path to safety in a reasonable 
period of time including the ascent 
and descent of stairs without the 
aid of another person. 

2. Qualifying adjectives such as 
adequate, proper, safe, sufficient, 
satisfactory, suitable, and the like 
means the degree of completeness 
or performance, that is being main- 
tained by the better nursing homes 
in the area concerned. 

3. “Person” means a natural per- 
son or persons, firm partnership, as- 
sociation, corporation, company or 
organization of any kind. 

Many other terms of this nature 
should be defined for clarification 
as well as for a reduction in un- 
necessary verbiage and repetition. 

It is hoped that the proposed 
definitions relating to nursing homes 
and homes for the aged will be of 
assistance to State and local li- 
censure agencies. ie 
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by Henry Schramm 


™ THE SYRACUSE HOSPITAL COUNCIL 
since 1957 has been tackling its 
public relations from the standpoint 
of continuing total participation to 
reach a total community audience. 

A year was required to lay the 
groundwork for the effort which 
recently received nationwide recog- 
nition as the American Public Rela- 
tions Association’s 1958 Silver Anvil 
Award winner in the hospital’s cate- 
gory. 

Participating were seven volun- 
tary hospitals with an annual patient 
population of 50,000 with 3,000 em- 
ployees, and a yearly operating 
budget of in excess of $11,000,000. 

These hospitals serve a county- 
wide population of 400,000 persons. 

Not directly active in financing 
the effort, although lending assist- 
ance with personnel, were seven 
governmental institutions on the 
local, state and national level. 

Previous to the program’s inau- 
guration, local hospitals, especially 
those of a voluntary nature, had 
been “going it alone” public rela- 
tionswise. Although the council had 
worked together in previous years 
to establish a coordinated ambulance 
service, in the sharing of equipment 
and services and for disaster plan- 
ning, no such provision had been 
made for the very important chore 
of telling the community, via the 
press, exactly what its hospitals 
were doing and what their problems 
were. 

Naturally, this failure led to un- 
warranted newsaper and radio-tele- 
vision criticism of hospital activities, 
especially when room rate increases 
were called for. The press and the 
public had no measuring stick to 
evaluate the work of their hospitals. 
In short, there was no public under- 
standing. 

The final spark that changed local 
hospital thinking was a series of edi- 
torials in a local daily comparing 
hospital and hotel room rates, with 
hospital administration taking the 
brunt of the blame. 

In 1957, at the beginning of the 
program, there was no way to bring 
down the national hospital statistics 
to the local level. It is almost impos- 
sible even for hospital people to vis- 
ualize 1,600,00 hospital beds and an 
average daily patient census of 1,- 
350,000. But break these figures 
down to the community level and 
people begin to understand. 


The author is an account executive for 
Doug Johnson Associates, Inc., Syracuse, 
N.Y. and public relations director for the 
Syracuse Hospital Council. 
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O— A prize-winning program 


O—x Develop meaningful statistics 


O—s Inform editors, reporters, radio-tv personalities 


O—¥ Inform public through display exhibits 


O—¥ Help to educate potential hospital personnel 


O—¥ Develop speakers’ bureau 


O—¥ Total Hospital Participation KEY To 


In mid-1957, the council’s volun- 
tary institutions commenced their 
educational campaign with profes- 
sional public relations agency coun- 
selling assistance. 

The first step was a soul-searching 
review of the voluntary hospital 
activities. A complex, 15-page ques- 
tionnaire was submitted to each 
hospital, for data on salaries, pa- 
tients, classifications of treatment 
and other pertinent information. The 
information regarding individual 
hospitals was kept confidential with 
only the cumulative information 
available for public release. 

When the results were tabulated, 
administrators themselves were as- 
tonished by the magnitude of their 
services for a one-year period— 
125,048 x-ray examinations; 553,703 
laboratory tests; 9,500 infants born; 
a payroll of $8,000,000. 

In order to ascertain the inroads 
of inflation, medical advancement 
and community growth, the ques- 
tionnaire provided space for 1951 
figures. 

The comparison, too, was extreme- 
ly interesting. Total costs in five 
years had increased from $8,000,000 
to $11,000,000 annually. Average pa- 
tient days stay was reduced from 
9.9 to 69 days. The fast-changing 
aspect of hospital treatment was ap- 
parent in the comparisons for almost 
every category. 

These statistics enabled the hos- 
pitals to develop the second phase of 
the program. Mailing pieces describ- 
ing the services, buttressed by a 
statistical analysis, were prepared 
and sent to 6,000 area residents, in- 
cluding the press. 

Special news stories were released 


to radio and television stations as 
well as daily and weekly papers, all 
with emphasis that Syracuse hos- 
pitals were “Big in Service, Big in 
Economy, and Big in Heart.” 

Editors, reporters, and radio-tv 
personalities were briefed as to hos- 
pital statistics and the need for news 
coverage cooperation at a_ special 
dinner seminar. They were provided 
with a handbook explaining what in- 
formation could and could not be re- 
leased and the reasons for it. 

A special reprint of the Lucy 
Freeman series, “You and Your 
Hospitals,” was made up with high- 
lights of the survey pinpointed 
throughout. National figures were 
brought into focus by comparing 
them with local statistics. 

During Hospital Week in 1958, a 
number of special events were con- 
ducted, including radio and televi- 
sion appearances for hospital 
spokesmen and a dramatic “disaster 
drill” at a local hospital, emphasiz- 
ing the readiness of all local hos- 
pitals to accept disaster cases. 

Four window displays were ex- 
hibited in prominent downtown 
Syracuse locations on such themes 
as “Your Hospital—A Training Cen- 
ter,” “500,000 Tests a Year,” and 
“Your Hospitals—Big in Service.” 
It is estimated that 100,000 persons 
saw the displays during their two- 
week exhibition. 

Two special series of articles were 
worked out for the areas’ 20 week- 
ly newspapers and 18 industrial 
house organs. 

The mailings forwarded to the 
6,000 original recipients were made 
up into a 12-page booklet which was 
distributed to thousands of local 
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Effective Public Relations 


residents at banks, hospital waiting 
rooms, and in other public places. 

The effectiveness of the afore- 
mentioned mailings were established 
by a survey of recipients. Results 
showed 68 percent read them in 
whole or in part; 28 percent for- 
warded them to friends or associ- 
ates; 70 percent of those who read 
them declared they were better in- 
formed about their hospitals after 
reading the mailings. 

The council also stepped out in 
another direction—that of recruiting 
persons for hospital careers espe- 
cially in the professional and tech- 
nical fields. As an initial stride, ad- 
ministrators were hosts to 50 educa- 
tors and career guidance counsellors 
representing city and county public 
and parochial schools during a din- 
ner program at Syracuse’s Univer- 
sity Club. 

One offshoot of this meeting was a 
request for more than a dozen ap- 
pearances of hospital council mem- 
bers during career day activities in 
local schools this spring—an un- 
precedented action locally on the 
part of educators. 

The summer and fall of 1958 was 
spent in following up the earlier 
questionnaire with a revised edition 
to provide further material for 1959 
publicity. 

A speakers’ bureau with six basic 
speeches was established. In addition 
to scripts, a slide presentation and 
flip-chart display keyed to each talk 
were prepared. 

Subject matter included: 


“The Story Behind the Hospital 


Bill” 
“New Modes of Patient Care” 
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“What to Expect at the Hospital” 

“Hospital Employment” (Profes- 
sional) 

“Hospital 
Professional) 

“Hospital Accreditation” 

Through the medium of an all-day 
workshop session, each speaker was 
acquainted with the talk outlines 
and visuals. Each was impressed 
with the importance of knowing the 
answers to that most important 
question—“Why are hospital rates 
so high?” And each was presented 
with a loose-leaf speakers’ bureau 
notebook explaining the available 
motion pictures, how to use visual 
aids in the presentation and do’s 
and don’ts for the speaker. 

The program was launched in the 
fall with a special brochure which 
was sent, along with a covering let- 
ter, to every community leader, or- 
ganization president, clergyman and 
school official, and all press person- 
nel in the area. 

Within three months the bureau 
members had appeared before in ex- 
cess of 40 groups. 

In conjunction with the launching 
of the bureau, the council began 
preparation and mailing of a month- 
ly publication, “The Hospital Coun- 
cil Review.” 

This, too, had a circulation of 
6,000 copies, and explained in lay- 
man’s terms the various phases of 
hospital activities. 

Among topics covered in subse- 
quent issues were the 1958 survey: 
how the Red Cross blood bank and 
hospitals cooperate in providing 
blood to patients, and the work of 
the council itself. 

The demand for reprints from in- 


Employment” (Non- 


dustrial organizations and others 
has been heavy. The Syracuse Chap- 
ter of the American Red Cross had 
5,000 copies of the two-part article 
on blood banks reprinted and sent to 
a broad cross-section of the com- 
munity. 

In addition to the planned phases 
of the program, the council has been 
maintaining a close liaison to eradi- 
cate trouble spots before they be- 
come dangerous. 

Recognizing that stories from 
other areas appearing in national 
magazines and from the wire serv- 
ices are responsible for stirring up 
press comment, immediate action 
and statements were forthcoming 
presenting the positive aspects of 
local hospitals administration on 
such situations as staph infection, 
Blue Cross-Blue Shield rates, pa- 
tient emergency care and nursing 
shortages. 

Just recently the council, cogni- 
zant of a growing press rebellion 
against all aspects of higher living 
costs, and realizing that in addition 
the labor troubles in New York City 
were soon going to result in loca! 
press queries, decided to meet with 
the press and attack these problems 
head on. 

Speakers representing the hos- 
pital medical staff, trustees, and ad- 
ministrators discussed these subjects 
and others of a controversial nature 
at duplicate luncheon-dinner meet- 
ings, arranged so that morning and 
evening newspaper personnel and 
all radio-tv commentators could at- 
tend. 

A thorough question and answer 
session followed, with no press ques- 
tions left unanswered to the satis- 
faction of the newspaper people. 

Attending, in addition to the press 
and hospital administrators, were 
the trustees from every hospital. 
Thus the press could actually see, in 
one place, a panorama of the com- 
munity’s leading citizens who serve 
their hospitals and community with- 
out pay. 

A 50-page reference book incor- 
porating all important aspects of 
Syracuse area voluntary hospitals 
was provided to the press, including 
those who could not attend. 

This method of combining various 
elements in reaching the public in 
continuing total approach through 
total hospital participation is seen as 
the one best way the voluntary hos- 
pital can get its story across. It’s ex- 
pensive in time, money and talent. 
But, if further socialism and govern- 
ment ownership is to be avoided in 
the community hospital field, such 
an effort is imperative and soon, ® 
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™ MOST DISCUSSIONS of personnel 
recruitment problems in hospitals 
end up with generalizations to the 
effect that hospitals have major 
problems in this area, and that the 
problems are made more complex 
because patient-care centers are 
different, and that the needs and the 
demands made upon their em- 
ployees are different from those of 
any other industry. These conclu- 
sions lead to rationalizations usual- 
ly in such profound phrases as: “A 
hospital worker is traditionally a 
migratory employee, which of 


course results in high turnover;” 
or, “Nurses are difficult people to 
control. They can always get an- 


other job elsewhere if they don’t 
like the way we treat them.” 

Conceding some truth to these 
comments, it is nevertheless un- 
fortunate that our constant use of 
these cliches has often resulted in 
a reflection of our own negative 
attitudes by our subordinates. As a 
result, few people make any con- 
structive attempt to solve the prob- 
lem, since nothing effective can be 
done if we are truly different. If 
we accept this approach, we have 
little to look forward to besides 
chronic staff shortages. 

An examination of prevailing 
attitudes, both conscious and un- 
conscious, of those in the hospital 
who carry direct responsibility for 
personnel recruitment and_train- 
ing will soon make evident the need 
for new approaches to the problem, 
for a better definition of the role of 
the administrator, and for greater 
realization, and even exploitation, 
of the human element involved in 
the activities of the institution. 


Determining Recruitment Needs 


The first step in the determination 
of the personnel needs of any or- 


Presented at the Eleventh International 
Hospital Congress, Edinburgh. 
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ganization is an analysis of over-all 
function, followed by definition of 
each major functional area in terms 
of specific responsibility and au- 
thority to be delegated by the ad- 
ministrator. When similar deter- 
minations have been made by all 
levels of supervision, specific job 
descriptions must be prepared, 
analyzed and evaluated and salary 
schedules assigned to each position. 
Recruitment needs for replacements 
are then automatically known upon 
receipt by the personnel department 
of notification of pending or im- 
mediate terminations. 

Recruitment needs for newly es- 
tablished positions are determined 
through a similar procedure, except 
that the immediate supervisor pre- 
pares the position description. The 
position is reviewed by the per- 
sonnel department, and a salary 
schedule is allocated on a tentative 
basis, subject to review at a speci- 
fied later date. Adherence to this 
policy at all levels of supervision 
will maintain correct salary rela- 
tionships in accordance with au- 
thorized budgetary limitations rec- 
ommended by the controller and 
established by the administrator. 

The personnel department should 
establish job specifications and 
standard employment requirements 
in general terms for each position or 
category of similar positions. These 
tools will enable the personnel de- 
partment to recruit in specific terms, 
and for more fully qualified appli- 
cants. The establishment of author- 
ized complements for each major 
functional area and the maintenance 
of control at the personnel depart- 
ment level will result in a satisfac- 
tory and economical procedure. Any 
deviation from established depart- 
mental complements should be ap- 
proved at the administrator’s level 
and be fully justified by the op- 
erating area concerned. 

A general policy statement should 


be considered in order to discuss re- 
quirements involved in determining 
the hospital’s recruitment needs and, 
to be totally effective, it must be 
made at the administrator’s level. 
A successful recruitment program 
must be permissive and at the same 
time rather inflexible, a paradox 
arising from the need to generate 
employee motivation through pro- 
motion despite the licensing re- 
quirements of a given area. 


Developing Recruitment Sources 


With the basic needs of the or- 
ganization determined, the person- 
nel department will move toward 
establishing specific contacts in the 
community to supplement the 
standard recruitment programs. 

Our college and university pro- 
grams in which the use of students 
in minor roles, such as vacation re- 
lief positions, as well as in per- 
manent part-time positions, have 
rewarded us with clerical con- 
tinuity in such areas as our medi- 
cal records department, clinical lab- 
oratory, and nursing service, for 
three to four years. Secondary gains 
have been the public relations as- 
pect of such employment, in addi- 
tion to the fact that the student at 
graduation is apt to seek permanent 
employment in the activity he 
knows. 

Such programs are successful only 
because the personnel department, 
acting under policies established by 
the administration and fortified by 
the reputation of the hospital, has 
offered a service to part of the work 
force usually ignored by industry 
until graduation year. No one de- 
partment can accept the credit for 
the success of such a program, since 
it cannot be successful unless all 
areas of activity work together. 

In addition to special programs, 
the personnel department must be 
constantly alert to the labor situa- 
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tion in the community. New arrivals 
in the area may be reached through 
both personal and telephone con- 
tact with commercial and state em- 
ployment agencies. Our personnel 
department has offered counselling 
service to members of the armed 
forces returning to civilian life 
through their Civil Readjustment 
Officers at the time of their release. 
The advertising media, newspapers, 
professional journals and_profes- 
sional organizations have been very 
helpful in attracting married women 
ready to return to the work force, 
nd individuals from different geo- 
sraphical areas. 

The personnel department must 
naintain all such relationships to- 

ether with contacts with local la- 

or union referral services; with 
ity, state and federal agencies; with 
fficials of physically handicapped 
roups; and with certain denomina- 
ional placement organizations. 
ome of these contacts are not too 
roductive from an employment 
iew, but they are invaluable aids 

. the improvement of community 

elations and, though time-con- 
uming, further the total reputation 
of the organization. 

These mechanisms are found in 

arying degrees in all organizations, 
their ultimate value being meas- 
ured in terms of the required final 
results: a stable and productive 
work force. However, this goal can- 
not be achieved without the in- 
volvement of the human element 
and its thinking processes. If we 
believe that the needs of a patient- 
care center are so different from 
anything else, then we will have 
provided the personnel department 
with an acceptable reason for limit- 
ing recruitment to medical and 
quasi-medical employment agen- 
cies. The procurement of profession- 
al personnel and technicians will 
inevitably lag in direct proportion 
to the lack of imagination and in- 
vention shown by those responsible 
for recruitment. 

Each of us has a responsibility to 
provide a course of personnel de- 
velopment and utilization of skills 
for individuals within the commu- 
nity. The administrator sets the tone 
for such programs by speaking to 
civic and professional organizations 
about hospital staffing problems; by 
stressing the need for mutual prob- 
lem-solving sessions with repre- 
sentatives from industry; and by 
emphasizing the role of the non- 
profit organizations, especially in the 
area of employee benefits. In addi- 
tion, we can enlist the aid and un- 
derstanding of members of the 
Board of Directors, the medical staff 
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Febimeswerk for Developing a Training earn 
_ General Administrative Policy 


- Genuine acceptance of the need to establish a training pro- 


gram and the resolve to support it. 


Statement to top staff that the program is recognized as an 
important function of management and that its implementation 
is expected. 

Budget and physical facilities provided to carry out an ade- 
quate program. 

Assignment of the responsibility and delegation of the author- 
ity to a member of the top staff to effect and direct the program. 


Communication to the Supervisory Staff 


‘Statement that top management has determined upon an 
aggressive training program as a policy of the organization, plus 
an explanation of the need and benefits to be derived. 

Instruction that the proper traifiing of the employees by the 
supervisor is now an important responsibility of his job and that 
his time is to be rationed to accomplish it. This may require dilu- 
tion of present work load. 

Assurance that time allotted to training is taken into account 
in measuring the production of his unit and that the dividends 
from time spent will be directly proportionate: to the quality of 
his training. 

Teaching the supervisor how to teach. The supervisor should 
be provided with a skilled training technician upon initiation of 
the program, if only on a temporary basis. Once the program is 


_ in operation it can carry itself with only the support, when needed, 


of the member of top management assigned to direct the program. 

Instructing the supervisor in his responsibilities and place in 
the organization along with the basic personnel procedures and 
practices of the organization, the methods of gaining and maintain- 
ing the cooperation of his workers, how to plan for the maximum 


utilization of personnel, and the technical aspects of his own job. 


Assistance from the training officer in analyzing the duties of 
each type of job under his supervision, the method of establishing 
standards of performance expected by the occupant of that job 
and the means of measuring the work produced. 

Assistance from the training officer in laying out the training 
content and timing necessary to instruct the worker in his new job. 
_ Integration of the training schedule with his work schedule. 








and the women’s auxiliary as well 
as define their responsibility to in- 
terpret the philosophy of the organ- 
ization to all members of the com- 
munity. 

Administrators should encourage 
the participation of their staff in 
professional and civic activities re- 
lated to their assigned areas, and 
encourage their attendance and par- 
ticipation at local, state or national 
professional conventions, confer- 
ences, seminars and meetings. Their 
participation should be reflected by 
more than mere attendance, and 
wherever possible they should pre- 
sent displays illustrating various 
hospital personnel programs. These 
are valuable recruitment devices. 

The important thing is that the 
administrator must first establish 
climate for his immediate subordi- 
nates. Once they assume their cor- 
rect roles, they will open the door 
to better communications to and 
from all levels of supervision. 

This setting of the proper climate 
by the administrator is not an easy 
task. It involves knowledge of the 
personal drives and motivations of 
the department heads, and some 
skill in recognizing the problems re- 
sulting from interactions of the 
various personalities involved. It is, 
of course, easier to allow the staff 
the luxury of isolation within their 
assigned areas, but the personnel 
department can produce satisfactory 
results only when its efforts to re- 
cruit and to maintain a satisfactory 
work force are supplemented by the 
understanding and adherence to 
hospital policies and procedures of 
all levels of supervision. The per- 
sonnel department must provide the 
required techniques, but these are 
without meaning unless each indi- 
vidual level of supervision utilizes 
them within the broad framework 
established by the administration. 
One can have a personnel depart- 
ment which is theoretically perfect- 
ly sound and yet be hampered by 
a dissatisfied staff, reflected by high 
turnover, absenteesim and lagging 
employee morale. 


The Transition from Applicant to 
Employee 


With the need determined and 
the sources exploited, the applicant 
must now be considered. What does 
the applicant look for and expect 
from a job and the organization? 
What should we expect from the 
applicant? These questions must 
first be considered on an adminis- 
trative level. The procedures estab- 
lished by the administration should 
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Experience? Well-er-I’ve had mea- 
sles. 


supply the information needed to 
answer the second question. Since 
the applicant has usually been re- 
ferred to for a specific vacancy, he 
will know the general requirements 
of the position. The oral and writ- 
ten detail demanded from him is 
designed, therefore, to enable the 
hospital to determine his competen- 
cy for the job. 

The application for employment 
form is virtually a universal tool 
for securing the desired informa- 
tion. Ideally, it can also serve as a 
basis for the oral screening by a 
trained interviewer whose aims are 
to evaluate the technical and per- 
sonal qualifications of the applicant. 
Psychological factors [need for 
identification and recognition; re- 
sentment, either conscious or un- 
conscious, to authority] should not 
be underestimated, as these may be 
more important than previous ex- 
perience and pertinent education. 
The applicant, if possible, should be 
given a description of the position 
for which he is applying and be 
advised of the organization’s per- 
sonnel policies and procedures, as 
well as the specific hours of work, 
the salary scale and any employee 
benefits that exist. The interviewer 
must also determine the availability 
of the applicant. 

Ideally, three or more applicants 
should be considered for each ex- 
isting vacancy. Each applicant 
should first qualify under the estab- 
blished job standards and require- 
ments, followed by the screening in- 
terview and finally satisfactory ref- 
erence checks conducted by the 
personnel department, prior to any 
referral to the operating supervisor. 
All selections should be made at 
the lowest level of supervision. If 
possible, a real or implied degree 
of competition, as well as high re- 
cruitment standards, should be 


made known to the applicant by the 
interviewer on initial screening. At 
the same time, a printed employee 
handbook, if one is available, should 
be given to each qualified applicant. 
At this point it is always well to re- 
member that a hasty appointment 
wastes the time of all concerned, 
and has the effect of lowering 
standards. 

To the extent possible, the per- 
sonnel department should develop 
and analyze all available informa- 
tion regarding the applicant. Ad- 
ministration must then insist that 
the line supervisor making the de- 
cision be fully aware of his respon- 
sibility to orient the selected appli- 
cant to the organization, and to 
provide all the necessary aids to 
insure eventual proficiency and sta- 
bility of the new employee. 

The applicant will make the 
transition to the role of employee 
in direct relation to the skill of the 
line supervisor responsible for his 
orientation. The personnel depart- 
ment may provide a general orien- 
tation class, but unless this is coupled 
with an individual orientation con- 
ducted by the line supervisor, part 
of the value of the formal orienta- 
tion program is dissipated and the 
communication link between em- 
ployee and supervisor is seriously 
weakened. 


Training 


Any training program conducted 
by a staff department solely for the 
sake of training is doomed at its 
inception. A training program to be 
successful must first be established 
to meet a need recognized by the 
line supervisor. Training programs 
conducted by the personnel depart- 
ment or developed by personnel and 
administered by operating person- 
nel must reflect the total approval of 
line supervision, since training is 
the primary function of supervision. 

The training program must be 
considered an integral part of the 
work program. Having incurred the 
expense of recruitment and having 
contracted for services at a stipu- 
lated salary for an extended period 
of time, the administrator of the 
hospital is obligated to see that the 
employee produces an adequate re- 
turn. 

Every new employee entering 
upon a job is entitled to an orienta- 
tion that explains to him the mis- 
sion of the hospital, its importance 
to the community, its stature among 
other institutions of its kind, the 
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Itinerant Surgery 


After pondering over the problem 
of itinerant surgery for many 
months, the Board of Regents of 
the American College of Surgeons 
issued this statement, which was 
unanimously adopted at its Feb- 
ruary 1960 meeting in Boston. 
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= THe Boarp or ReEcENts of the 
American College of Surgeons is 
opposed to itinerant surgery and 
considers its practice inimical to the 
welfare of surgical patients. The 
Regents define itinerant surgery as 
any surgical operation performed, 
except one upon a patient whose 
chances of recovery would be preju- 
diced by movement to another hos- 
pital, in which, because of distance 
from the patient, the operating sur- 
geon must delegate the exacting re- 
sponsibility for postoperative care 
to another who by training and ex- 
perience is not fully qualified to 
undertake it. 

This definition excludes surgical 
care which cannot be delayed, with- 
out hazard to the patient, other 
necessary operations upon patients 
who cannot safely be moved to a 
hospital in which the operating 
surgeon is in regular attendance, 
and operations requiring special 
skills, following which the post- 
operative care is left to another 
surgeon who is fully qualified to 
undertake it. 

The limit of the distance from 
which a surgeon may properly su- 
pervise postoperative care must be 
measured in time rather than in 
miles. While no specific limit can 
be prescribed, the Regents believe 
that a surgeon should be able to 
reach his patient in a postoperative 
emergency within a _ reasonable 
period of time should this be neces- 
sary, and should, if he accepts the 
responsibility of doing the opera- 
tion, visit his patient regularly dur- 
ing the period of postoperative care. 

In reaching this position, the Re- 
gents have considered carefully all 
arguments advanced in justification 
of itinerant surgery. One of these is 
that itinerant surgery by a fully 
qualified surgeon insures better care 
of the patient than surgery done by 
one with lesser qualifications. This 
contention would have greater va- 
lidity if the surgical operation were 
the only important part of surgical 
care and treatment. Very often it is 


From the Bulletin of the American Col- 
lege of Surgeons, volume 45, May-June, 
1960, page 116. Reprinted by permission of 
the editor. 


but a limited part of surgical thera- 
peusis. To restrict the value of sur- 
gical training and experience to the 
operating room is to ignore the 
great advances in surgery in our 
day and to reduce the status of the 
surgeon to that of a mere technician. 
The qualified surgeon is, and should 
be, an expert in_ postoperative 
therapy. Responsibility to a patient 
is not met by providing competence 
in only one phase of his total care. 

Itinerant surgeons sometimes of- 
fer in justification of the practice 
that someone else will do the work 
if they do not. This is a specious 
argument. 

The great increase, in recent 
years, in the number of commu- 
nity hospitals has been an important 
factor in the encouragement of 
itinerant surgery. The rate of bed 
occupancy is so low in many of 
these hospitals that it is difficult to 
meet operating budgets, and citizens 
are urged to utilize the facilities of 
their local hospitals. There is also 
at times the preference of patients 
to remain near their homes and 
families; and, finally, it is frequent- 
ly contended that itinerant surgery 
in community hospitals lowers the 
cost of surgical care to the patient. 

None of these purported advan- 
tages balances the importance to 
the patient of the quality of total 
surgical care. Patients accept such 
reasoning only because they are 
ignorant of the factors which are 
essential to good surgical care. 
Other important factors in adequate 
surgical care are a competent op- 
erating room team, including the 
nurses, all of whom should be ex- 
perienced in the practices of the 
operating surgeon. These services 
are rarely available to the itinerant 
surgeon. 

Finally, itinerant surgery delays 
the solution of the problem of pro- 
viding good surgery in community 
hospitals. Qualified surgeons can- 
not survive where itinerant sur- 
geons continue to control the sur- 
gery in community hospitals. So 
the practice produces a vicious cycle 
in which there is no qualified local 
surgeon and none can establish a 
practice. 5 
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Students in hospital administration will 


find this article of interest and of value 


in enlarging their knowledge of the hospital structure of Denmark, 


a country which has much to offer from its many years of experience 


in administration of hospitals supported by public funds. 


The Organizational Structure 


Of 


Danish Hospitals 


™ FROM THE STANDPOINT of medical 
service, the hospitals of Denmark 
may be divided into two groups: 
general hospitals whose chief serv- 
ices are of medical or surgical na- 
ture, and special hospitals whose 
chief service is the treatment of 
specific diseases such as tubercu- 
losis, epidemic diseases, mental dis- 
eases, and epilepsy. 

In addition to the general and the 
special hospitals there are many 
other institutions offering bedside 
service such as nursing homes; pri- 
vate clinics; convalescent homes; 
institutions which emphasize the 
care of chronic tuberculosis pa- 
tients; institutions which emphasize 
the care of patients with chronic 
mental diseases; homes for in- 
ebriates, epileptics, and the fee- 
ble minded; institutions for the 
blind, deaf, and crippled. There are 
also a limited number of beds in 
prisons and in old age homes which 
offer bedside service to the prison 
inmates and old age pensioners. 

Each of the 153 hospitals in Den- 
mark, with the exception of ten, 
offers general medical and surgical 
service. Each of the general hos- 
pitals maintains at least one medi- 
cal-surgical department. As these 
departments expand they quite nat- 
urally develop into additional gen- 


Dr. Bloetjes is Professor and Head, De- 
partment of Institution Management, New 
York State College of Home Economics, 
Cornell University, Ithaca, New York. 


48 


by Mary K. Bloetjes, Ph.D. 


eral medical-surgical departments, 
or into specialized departments for 
special diseases. 


Bed Capacity 


Approximately four-fifths of the 
hospitals in Denmark have less than 
a 200-bed capacity. The capacity 
ranges from eight beds to 1,334 beds, 
the smallest ones being located in 
Saltum, Jutland and the largest in 
Copenhagen. Admission to the hos- 
pital is obtained through the au- 
thorization by the general prac- 
titioners who are not members of 
the regular hospital staff and who 
are not entitled to treat the patients 
whom they refer to the hospitals. 


Medical Staff 


The public hospitals of Denmark 
are served by a regularly employed 
medical staff. The appointment as 
chief physician or surgeon of a hos- 
pital is considered a public office 
and carries considerable social and 
professional status. Appointments 
to these offices are made only after 
thorough examination of the quali- 
fications of the applicants. Assist- 
ing doctors of the medical staff are 


regularly employed by the hospital 
but only on a temporary basis. 


Administration 


The majority of the Danish hos- 
pitals are publicly administered as 
a result of a decree issued in 1806 
by Frederick VI which required the 
individual county councils to pro- 
vide and to administer adequate 
hospitals for each county and 
borough. The responsibility of the 
county councils to provide the 
country with hospitals has pre- 
cluded the need for private philan- 
thropic or charitable support. In- 
stead the hospitals are supported 
through taxation with some addi- 
tional support obtained from the 
public health insurance societies and 
from the private insurance associ- 
ations which provide hospital and 
medical support for those persons 
whose incomes exceed the range of 
public subsidy. As a result of this 
type of administration the same 
standard of medical or surgical serv- 
ice is available to the entire Danish 
population. 

The public economic or lay ad- 
ministration of Danish hospitals is 
achieved through the activities of 
the various county, city, or village 
councils, whereas the medical activ- 
ities are guided by the National 
Health Service and its county and 
sub-county councils. 

Denmark is divided into 22 coun- 
ty medical districts which corres- 
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pond to the governmental adminis- 
trative counties of the country. These 
county medical districts have been 
further sub-divided into 66 sub- 
medical districts. The hospitals of 
the cities of Copenhagen, Frederiks- 
berg, Aarhus and: Aalborg do not 
come within the jurisdiction of the 
county medical district but are sep- 
arateiy administered. 

The county governing bodies, and 
the governing bodies of the cities 
and boroughs, are responsible for 
the maintenance and administration 
of the hospitals within their respec- 
tive areas. The economic or lay ad- 
ministration of the hospitals of Den- 
mark may be classified as follows: 

Municipal administered by the 
city or borough council, 

County administered by the coun- 
ty council, 

State administered by the state or 
government, 


Private administered or owned by 
private or religious agencies, 


Blended administered through 
joint funds from municipal, county, 
private, or state sources. 


The influence of public responsi- 
bility for the administration of hos- 
pitals in Denmark has, through the 
interest of the people themselves, 
developed an appraisal of hospital 
services for the entire population. 
This appraisal has been concerned 
with population trends, communica- 
tion facilities, and the scientific ad- 
vance of medical and surgical facil- 
ities. It has led to the development 
of a program for central hospitals 
which was begun about 1930. This 
program recommends the various 
county councils of hospital admin- 
istration to survey the needs of 
their respective counties and to seek 
to provide a central hospital which 
will serve the greater proportion of 
population in the county and which 
will be located in that section of the 
county which will be most readily 
accessible to the entire population of 
each respective county. 

Each central or county hospital is 
planned to have as a minimum, a 
medical department, a surgical de- 
partment, and a radiological depart- 
ment. The program has provided, in 
approximately 23 years, at least one 
central hospital in each of the 22 
counties, and each hospital is situ- 
ated so that the distance between 
any family and the nearest hospital 
does not exceed 12 miles. The un- 
derlying purpose of this program is 
to provide the rural and scattered 
population with the same high 
standard hospital facilities that have 
developed in the cities. 5 
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whos who 


DRENNING, JOHN H.—formerly of 
Merck, Sharp and Dohme, has been 
appointed personnel director of the 
Children’s Hospital, Philadelphia, Pa. 


DeScipio, FRANK J.—has been ap- 
pointed administrator of Prospect 
Heights Hospital, Brooklyn, New 
York. He succeeds Mrs. Maun J. 
West, who has retired after 36 years 
of service to the hospital. She be- 
came administrator four years ago. 


F. J. DeScipio J. F. Haines 


Haines, JoHN F.—has been ap- 
pointed assistant administrator of 
Alexian Brothers Hospital, St. Louis, 
Missouri. He was previously admin- 
istrative resident of Luther Hospital 
Eau Claire, Wisconsin. 


FEIGENBAUM, ARTHUR—executive di- 
rector of the Jewish Chronic Dis- 
ease Hospital of Brooklyn, New 
York has resigned to accept the 
position of administrator of the In- 
terboro General Hospital in Brook- 
lyn. Mr. J. H. Beppow, has been 
named to succeed Mr. Feigenbaum. 


HatLey, Owen P.—was recently ap- 
pointed administrator of the Foster 
Memorial Hospital, Ventura, Cali- 
fornia. He was formerly assistant 
administrator of the Charles T. Mil- 
ler Hospital in St. Paul, Minnesota. 


KINNEMAN, Mrs. Ester S., R.N.— 
has been appointed director of 
nurses at the Lincoln County Me- 
morial Hospital in Troy, Missouri. 
Mrs. Kinneman was formerly sur- 
gical supervisor at Audrain County 
Hospital in Mexico, Missouri. 


LauGHLIN, Donatp L.—named assist- 
ant administrator of Pennsylvania 
(Philadelphia) Hospital’s Depart- 
ment for Sick and Injured. 


Lyons, Rospert W.—administrator of 
The Westwood, a new and complete 
psychiatric hospital in West Los 
Angeles, California, has been named 
president of the Administrative Ac- 


tivities Division of the Hospital 
Council of Southern California. 


MarquarnD, Rocer W.—has_ been 
appointed administrator of County 
Hospitals, Cleveland, Ohio. He was 
formerly director of Highland View 
Hospital in Cleveland. Mr. Grorcz 
F. Watts, has been promoted from 
assistant director to director of 
Highland View Hospital. 


McAuiey, ALEXANDER—formerly di- 
rector of Franklin County Hospital, 
Greenfield, Massachusetts has been 
appointed associate administrator of 
Passavant Hospital, Pittsburgh, Pa. 


PFAELZER, LreonarRD L.—has_ been 
elected a member of the Board of 
Governors of Louis A. Weiss Me- 
morial Hospital, Chicago, Illinois. 
Mr. Pfaelzer is an executive of Pfael- 
zer Brothers, Inc., nationwide meat 
purveyors. 


RuHopEs, WynpAL B.—of Williamson, 
West Virginia has been named di- 
rector of pharmaceutical services 
for Miners Memorial Hospital As- 
sociation. He will be responsible for 
the general direction of pharma- 
ceutical services in the 10 Miners 
Hospitals located in the Appalachian 
Mountain coal mining area of West 
Virginia, Kentucky and Virginia. 


ROSENTHAL, Invinc—formerly of 
the staff of the Hospital Council of 
Western Pennsylvania in Pittsburgh 
has been named assistant adminis- 
trator of the Children’s Hospital of 
Philadelphia. 


SILBERMAN, Husert S.—president of 
S. Silberman & Sons, investments, 
has been elected vice president of 
the Board of Governors of Louis A. 
Weiss Memorial Hospital, Chicago, 
Illinois. 


Correction 


In the May, 1960 issue, we incor- 
rectly stated that Norman Roserts, 
Jr. had been named administrator of 
Arkansas Baptist Hospital, Little 
Rock, Arkansas. Mr. Roberts has 
been named administrator of a new 
100-bed hospital, which is to be 
built in North Little Rock, Ark. 


Our sincere apologies to the 
author of “The General Practitioner 
in Government Medicine” found on 
page 50 of the May 1960 issue. The 
author is Mr. John Dodd, secretary 
of one of the local medical com- 
mittees set up under the National 
Health Service Act 1946 in Great 
Britain. 
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New Jersey Hospital Association 


& THE FOLLOWING have been elected 
officers of the New Jersey Hospital 
Association for the year 1960-1961. 
They took office at the Annual 
Meeting held on April 27, 1960. 

President Robert E. Heinlein, di- 
rector, Overlook Hospital, Summit. 

President Elect Benjamin W. 
Wright, executive vice president, 
Orange Memorial Hospital, Orange. 

Vice President Nelson O. Lindley, 
administrator, Somerset Hospital, 
Somerville. 

Treasurer Warren G. Rainier, di- 
rector, Mountainside Hospital, 
Montclair. 

Executive 
Johnson. 

The president elect for 1959-60 
had been the Rt. Rev. Msgr. Francis 
M. J. Thornton, director of Catho- 
lic Hospitals, Diocese of Trenton, 
N.J. and president in 1957-1958 of 
the Catholic Hospital Association 
of the U.S. and Canada. Msgr. 
Thornton died suddenly on April 
20, 1960, one week before he was 
scheduled to be inducted as prési- 
dent. Pa 


Director J. Harold 


Hospital Association of New 
York State 


™ ALEX E. NORTON, superintendent 
of New Rochelle Hospital, was 
elected president of the Association 
at the annual meeting. 

Other officers elected were: First 
Vice President, Dr. Bernard A 
Watson, superintendent of Clifton 
Springs Sanatarium and Clinic; 
second Vice President, Alvin J. 
Binkert, executive vice president of 
Presbyterian Hospital, New York; 
Secretary, Howard R. Taylor, ad- 
ministrator of Niagara Falls Me- 
morial Hospital; and Treasurer, Dr. 
Thomas Hale Jr., director of Al- 
bany Hospital. 

Trustees elected by the Associa- 
tion included: Clarence W. Duryea, 
administrator of Yonkers General 
Hospital, to fill Taylor’s unexpired 
term; Msgr. Patrick J. Frawley, di- 
rector of the Division of Health and 
Hospitals, Catholic Charities, Arch- 
diocese of New York; Harry C. F. 
Clifford, Community Hospital, Glen 
Cove; Lawrence L. Jacobsen, ad- 
ministrator of Clifton-Fine Hos- 
pital, Star Lake; J. Earl Maharay, 
superintendent, Memorial Hospital 
of Greene County, Catskill; and 
Carlton B. Shannon, administrator, 
House of the Good Samaritan, Wa- 
tertown. 
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What associations aReE doInG 


Hospital Bureau Officers and Directors 


Front row—l to r: Warren W. Irwin, past president, director of 
purchases, Rochester, N. Y., Regional Hospital Council; 
Cornelia C. Pratt, purchasing agent, The Hospital Center at Orange, N. J.; 
DeForest T. Whipple—1959 treasurer and newly elected president, 
administrator, Columbia Memorial Hospital, Hudson, N. Y.; 
Ray K. Bolinger, administrator, Robert Packer Hospital, Sayre, Pa.; 
Edward V. Grant, administrator, Hunterdon Medical Center, Flemington, N.J.; 
Joseph F. Friedheim, secretary, director, 
Jameson Memorial Hospital, New Castle, Pa. 

Back row—I to r: Reid T. Holmes, Bureau 1959 vice president and 
new 1960 treasurer, administrator, North Carolina Baptist Hospitals, Inc., 
Winston-Salem; William L. Wilson, administrator, Mary Hitchcock 
Memorial Hospital, Hanover, New Hampshire; Paul E. Widman, vice presi- 
dent, director of purchasing, Cleveland, Ohio, Clinic Foundation; and 
Paul J. Spencer, director, The Faulkner Hospital, Boston, Mass. 


Association of Western Hospitals 


L to r: President-Elect Joseph L. Zem, St. Luke’s Hospital, 

San Francisco; Treasurer Clifton H. Linville, Fresno Community Hospital, 
Fresno, California; President John Zenger, Utah Valley Hospital, 

Provo, Utah; Vice Presidents Paul R. Hoff, Bannock Memorial Hospital, 
Pocatello, Idaho, and Sister Agnes of the Sacred Heart, St. Joseph’s 
Hospital, Burbank, California; and Immediate Past President 

Wesley G. Lamer, Physicians and Surgeons Hospital, Portland, Oregon. 
Missing is Vice President Raymond Farwell, Swedish Hospital, 

Seattle, Washington. The new officers are all administrators. 





Veterans Administration Institute 





L to r: Arnold Mouish, VA; R. G. Jones, VA; 
Dr. Charles U. Letourneau; and Dr. Louis Jacobs, PHS. 


New Officers — Middle Atlantic Hospital Assembly 


L tor: J. Harold Johnston, executive director, New Jersey Hospital 
Association, is Assembly secretary; David V. Carter, administrator 
of Fitkin Memorial Hospital, Neptune, N. J., is the new president; 
John F. Worman, executive director of the Hospital Association of 
Pennsylvania, was reelected treasurer; and Carlton B. Shannon, 
administrator of House of Good Samaritan, Watertown, N.Y., 

was elected vice president. 


Georgia Association of Hospital Governing Boards 


L to r: Harry Long, Brunswick; H. B. Lovvorn, Brunswick 
s and Owen B. Hardy, Albany. 


Southern California Hospital 
Engineers Association 


® LEWIS R. CALDWELL, plant super- 
intendent for Hollywood Presby-. 
terian Hospital-Olmsted Memorial, 
has been re-elected as Chairman of 
the Southern California Hospital 
Engineers’ Association. 

Other officers for 1960 include 
C. H. Mattingly, Presbyterian In- 
ter-Community Hospital of Whit- 
tier, vice-chairman; William New- 
ton, Loma Linda Sanitarium and 
Hospital, secretary; and Russell 
Winterburn, St. Mary’s Hospital, 
Long Beach, treasurer. e 


Southeastern Hospital 
Conference 


L to r: President Gene Kidd, ad- 
ministrator, Baptist Hospital, 
Nashville, Tennessee; and 

E. E. Cavaleri, Jr., administrator, 
Crippled Children’s Clinic, 
Birmingham, Alabama, president- 
elect. 


AHA’s Distinguished Service 
Award 


® OLIVER G. PRATT, executive direc- 
tor of the Rhode Island Hospital, 
Providence, has been named to re- 
ceive the American Hospital As- 
sociation’s Distinguished Service 
Award for 1960. 

The announcement was made at 
a luncheon during the annual meet- 
ing of the New England Hospital 
Assembly in Boston by Russell A. 
Nelson, M.D., Baltimore, president 
of the American Hospital Associa- 
tion and director of the Johns Hop- 
kins Hospital. 

The highest honor conferred by 
the Association, the Distinguished 
Service Award is given for out- 
standing leadership in hospital ad- 
ministration. Mr. Pratt is the 25th 
person to receive the award. He 
will be given the award and a cita- 
tion during the American Hospital 
Association’s 62nd annual meeting 
August 29-September 1 in San 
Francisco. 
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Rocky Mountain Spotted Fever Antigen 
(Soluble Type) 

St. Louis Encephalitis Antigen 
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Mr. Pratt, 63, has been executive 
director of Rhode Island Hospital 
since 1946. Rhode Island Hospital, 
with 659 beds, is the largest volun- 
tary general hospital in Rhode Is- 
land. 

He has served as president of 
the Rhode Island Hospital Associa- 
tion, the Massachusetts Hospital As- 
sociation, and the New England 
Hospital Assembly. He was a mem- 
ber of the American Hospital As- 
sociation Board of Trustees from 
1949 to 1952. 

In addition, Mr. Pratt has been 
vice president of the American Col- 
lege of Hospital Administrators, 
chairman of several American Hos- 
pital Association councils, and presi- 
dent of the New England Hospital 
Superintendent’s Club.. 

Before going to the Rhode Island 
Hospital, he was director of Salem 
Hospital, Salem, Mass., from 1931 
to 1946. He is a graduate of Massa- 
chusetts State College (now the 
University of Massachusetts) and 
also studied at Harvard University 
Graduate School of Education. Dur- 
ing World War II he was a senior 
hospital administration specialist for 
the U.S. Public Health Service. = 


Tri-State Hospital Assembly 


Burton Brown, Becton Dickinson 


Edward Shea, Indianapolis 


#60 


Upper Midwest Hospital 
Conference 


Glen Taylor, executive secretary, 
Upper Midwest 


Ross Hoffman, Southern Cross 


Don Wood, executive director, Menatinarng 
anufacturing Company 


Twin Cities Regional Hospital 
Council, Minneapolis-St. Paul. 


L to r: John Stocking and 
Norbert Lindskog 


John D. Schneider, 
president, Hollister, Inc. 


Christian “Dutch” Schmidt, 
Scientific Products 


J. E. Robertson, Winnipeg, 
president, Upper Midwest 
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SOOPER BE NE IAC L 


Richard Lubben, immediate past 
president, Upper Midwest 


iouisiana Hospital Association 


L to r: Alan Rothschild, Columbus; 
and Conrad Romberg, Gainesville. 


Dr Kenneth Babcock, director, 
Joint Commission on Accreditation 
of Hospitals, Chicago (left) pre- 
sents gavel to Dr. W. R. Hargrove, 
newly elected president of the LHA. 
Dr. Hargrove is owner and adminis- 
trator of Hargrove Clinic 

and Hospital, Oakdale, Louisiana. 


Georgia Association 
of Hospital Governing 
Boards 


O. F. Nixon, Jr. LaGrange 


L tor: Frank Allcorn, 
Warm Springs and W. A. Snow, 
Macon. 


C. Woodall Bussey, Warm Springs, 
incoming president of Association. 
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L to r: Mrs. Drew Malcom, Madison; 
and Mrs. W. Marion Page, 
Columbus. 


Dr. H. B. Masters, Athens 


Jim Evitt, Ringgold 


R. E. Dismukes, Jr., Columbus. 
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a.c.N.a. activities 


A prediction that the re- 

mainder of the century 

will see revolutions in 

the field of education for 
administration that will contribute 
much to the welfare of the country 
was made by W. ALLEN WALLIs, 
guest speaker at the College-spon- 
sored Administrators’ Luncheon 
held in conjunction with the Tri- 
State Hospital Assembly. 

Speaking before more than 250 
members of the College and their 
guests, Wallis, Dean of the Graduate 
School of Business at the University 
of Chicago, expressed the belief that 
study for administration should be 
based on broad training in the lib- 
eral arts. 

He defined this education as train- 
ing in the sciences, philosophy, his- 
tory, government, literature .and 
mathematics. 

“Our aim in the academic institu- 
tions in teaching of administration,” 
he said, “is to prepare for life-long 
learning.” 

Desert L. Price, Regent and ad- 
ministrator of Children’s Memorial 
hospital, Chicago, presided at the 
program. 

Also participating were ACHA 
PRESIDENT Ray E. Brown, who spoke 
briefly on highlights of the College’s 
over-all program, and the Rr. Rev. 
Mscr. Jonn W. Barrett, director of 
hospitals, Archdiocese of Chicago, 
who delivered the invocation. 


For the second consecu- 
tive year the Morrison 
Hotel in Chicago has 

. been selected as the site 
for the College-sponsored Congress 
on Administration. 

ExecuTivE Director DEAN CoN- 
LEY announced that the 1961 
Fourth Annual Congress on Ad- 
ministration would be held at the 
Morrison between February 2-4. 

Preceptors Conferences are of- 
fered without fee by the College. 


PETER TERENZIO, director 
and executive vice pres- 
ident of the Roosevelt 
Hospital in New York 
City has been elected a Regent in 
the College, Dran CoNLEY an- 
nounced this month. 
Mr. Terenzio will serve as Regent 
for Region two, the state of New 
York. 


For more information, use yellow postcard inside back cover. 


He fills a vacancy created by the 
resignation of J. RussELL CLarK, 
former executive director of The 
Brooklyn Hospital, who has re- 
signed his position to become a hos- 
pital consultant. 


Applications are now be- 

ing accepted from Fel- 

lows in the College fo: 

the Fellows’ Seminar tc 
be held between August 22-24th on 
the campus of the University oi 
Colorado in Boulder. 

A unique educational experience 
limited to Fellows of the College, 
the Seminars are conducted an- 
nually at some outstanding uni- 
versity in the country. Faculty for 
the three-day meeting is comprised 
exclusively of staff members from 
the university who review highlights 
of their academic specialties. Hos- 
pital topics, as such, are not in- 
cluded in the program. 

The Boulder Seminar will be the 
14th presented by the College. 


Sites for the College’s 
Convocation Ceremony 
and Annual Banquet 
were announced this 
month by our executive director. 

The convocation will be held in 
the Masonic Temple and the banquet 
will take place in the Fairmont Ho- 
tel. 

This year the Arthur C. Bach- 
meyer Memorial Address will not 
be presented at the banquet. Rather, 
a program of general interest to 
members and their frends will high- 
light the dinner. 


Two important institutes 

for hospital administra- 

tors will be held by the 

College in September: 
the 28th Chicago Basic and the 11th 
Chicago Advanced. 

The 28th Basic will be held at the 
International House at the Uni- 
versity of Chicago; the 11th Ad- 
vanced, for the first time, will b> 
held in the AHA Building. 

Registrations for these two insti- 
tutes are now being accepted by 
the College. The 28th Basic is sched - 
uled for Sept. 13-23rd; the 11th 
Advanced will be held between 
Sept. 19-23rd. e 
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Colson starts with the first essential, mobility, and begins building 
quality there with Colson wheels and casters. Seventy-five years of 
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ground up, Colson builds it better, supplying the complete product 
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ANNOUNCING TWO MAJOR IMPROVEMENTS IN COLSON’S FINE P.A. STRETCHER 


ZL~ COLSON’S Already preferred for its simple design, ease of operation, and patient-comfort 
S Colson adds two important improvements. The wheel base is 16% wider, provid- 

th ing safety and stability during patient transfer, tilting and elevating. Safety side 

rails now have rounded corners. Other features included are: square-socket IV 


rods; wide track wheels; head rest with double horizontal bars; full 80-inch litter, 

YEAR OF and optional four-inch air foam pad for ultimate patient-comfort. Dozens of 

PROGRESS accessories available to create the perfectly equipped comfortable P.A. Stretcher. 

VY Write today for a free illustrated catalog showing the full line of quality Colson 
stretchers. Colson has one for every requirement. 


75 years of experience in supplying 
field-tested equipment and casters to 


industry and institutions. Millions of THE COLSON CORPORATION “7 S. Dearborn Street 


satisfied customers know and respect the 
name COLSON... . synonym for quality. Plants in: Jonesboro, Ark.; Sommerville, Mass. and Elyria, Ohio CHICAGO, ILLINOIS 
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ACCOUNTING —RECOROSS 


Need Space? 


We increased our 
file space by 50 percent. 


by Dolores Hancock, R.R.L. 
Chief Medical Records Librarian 
Altoona Hospital 

Altoona, Pennsylvania 


These files provide sufficient aisle space to allow 
two girls to work in the same area. 


® A CONVERSION from conventional 
drawer filing to shelf filing of medi- 
cal records at the Altoona Hospital 
has resulted in a savings of about 
50 percent in space, plus better pro- 
tection, easier filing and a neater 
appearance. 

The question of saving space was 
of particular importance to us be- 
cause the number of records on 
hand continually increases with 
each passing year. Records at the 
Altoona Hospital go back to 1930. 

We were actually being crowded 
out of our office by filing cabinets. 
Luckily, we were introduced to 
shelf filing—a method whereby file 
folders can be stacked on edge in 
considerably less space and at the 
same time provide visible index- 
ing. 

The files we decided to use are 
called “spacefinders,” and we were 
able to go from the 80 drawer 
files to 32, six-shelf spacefinders. 
They come in individual, three-foot 
wide units. We found that each six- 
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shelf unit was capable of holding 
the contents of eight standard 
drawers. The shelves are deep 
enough to hold standard 9 by 12- 
inch file folders, which rest on the 
12-inch edge. 

We decided on the door-type unit 
equipped with sliding doors which 
fall into place conveniently in front 
of the records housed in each in- 
dividual shelf. These serve the dual 
function of keeping the medical 
records clean and private. When 
working on the files, the doors slide 
back into the cabinet, leaving noth- 
ing to protrude into the aisle to take 
up space. Further, when it is neces- 
sary to post information or to in- 
spect a record, the door on the shelf 
below can be opened to an inter- 
mediate position to provide a shelf 
for writing or for resting records. 

Unlike other shelf filing systems 
which are adaptations of library 
or storage equipment, the space- 
finders are free-standing units of 
strong welded construction. Should 


it become necessary, our files can 
be moved with all records intact. 

As it turned out, the transferring 
of patient records to our: shelf files 
was an important salvation for our 
medical library. Shortly after the 
transition was completed, a major, 
new wing was added to our hos- 
pital. Since the purpose of this 
new wing was to add to the medi- 
cal facilities of our community, the 
decision was made to keep our ad- 
ministrative services housed with- 
in the same space they had occupied 
in the original hospital. 

The new influx of patient records 
resulting from the expansion found 
us swamped in a very short time. 
With our records reorganized, we 
were able, conveniently, to go into 
a microfilming program. Currently 
our library keeps records for the 
past five years. Files which are 
more than five years old and inac- 
tive are microfilmed and destroyed. 

This has proved a highly work- 
able plan under the circumstances. 
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However, had we retained our old 
filing system we would not have had 
room for more than two or: three 
years of current records. This would 
just not have been enough. 

Our normal procedure for han- 
dling medical records starts the day 
a patient is admitted to the hospital. 
At that time, we receive the pa- 
tient’s mame and then check our 
alphabetically filed patient index to 
determine if the patient has ever 
been admitted before. If so, a cross- 
reference index number is taken 
from the card. 

The medical histories are filed by 
admittance number. If the patient 
is a repeat, the medical history is 
pulled from the file. The history is 
assigned the new patient number 
and is put aside to be attached to 
the new records which are sent to 
us after the patient leaves the hos- 
pital. 

The old folder and number are 
jeft in place and a card is inserted 
in the folder, giving the patient’s 
new number. This cross-indexing 
provides us with a reference in the 
event we should ever receive a re- 
auest for information about a pa- 
tient which does not have the latest 
number. 

All new charts and records for a 
patient arrive in the medical rec- 
ords library the day after a patient 
leaves the hospital. The records are 
checked for completeness and ac- 
curacy. If there are any omissions, 
the records are held in a special file 
and the doctor or intern involved 
is notified that further information 
is needed. After a record is com- 
pleted, information is taken from 
a day’s accumulation of records for 
the preparation of monthly statisti- 
cal summaries. 

The statistical summaries list all 
information as to births, deaths, dis- 
eases, operations, et cetera. The 
records also are coded in accord- 
ance with the Standard Nomencla- 
ture of Disease and Operations and 
the information is then put on cards 
and filed separately. 

Information also is taken from 
the medical history for updating the 
patient index, which is the alpha- 
betical listing of all patients who 
have ever been in the hospital; the 
disease index, which is a listing of 
all diseases treated in the hospital; 
the operations index, a similar list- 
ing of all operations; and, the 
physicians index, which is an al- 
phabetical listing of all staff doctors 
along with a list of patients treated 
during the year. 

After this, the records are in- 
dexed and filed in the spacefinders. 
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What’s all this nonsense about need- 
ing more filing cabinets? 


We have found that this type of 
filing offers what we consider to be 
the ultimate in filing of medical 
records. All code numbers are in 
plain view on the doors of the 
shelves. In addition, when a shelf 
is open, all indexing is immediately 
visible. There is no thumbing 
through numerous records to find 
the one we want. Also, there is no 
chance of a record slipping down 
out of sight between other records. 

The obvious ease of locating and 
refiling records has greatly reduced 
the fatigue factor in the jobs of our 
clerks. The elimination of opening 
and closing heavy file drawers, in 
itself, cuts out most of the fatigue 
and tedium. Further, every shelf 
is within easy reach of even the 
shortest girl. There is no necessity 
for climbing up on a stool or step 
ladder to reach the upper most file. 
The possibility of a filing cabinet 
toppling over when too many draw- 
ers are open has also been elimi- 
nated. 

The girls can work easily in the 
aisles. Before, with the drawer files, 
we had to have at least 45 to 60 
inches of aisle space. Now, this 
space has been reduced to 30 inches. 
In addition, there is nothing pro- 
truding into the aisle when the files 
are open. 

In all, the new files are providing 
us with neat appearing, dust free, 
easy to reach storage facilities. Lo- 
cation of documents is greatly fa- 
cilitated by the visible indexing 
feature, thereby reducing the 
amount of handling required. These 
files are good protection against 
fire and, most important, our stor- 
age requirements for medical his- 
tories have been cut in half. a 





8 ¢ 
Po* wife? 2? 
WH: 


New Way to 
Stop Faucet Leaks! 


%& 9-in-10 washers are fastened with T00 
LONG or SHORT SCREWS thus loosen and 
destroy themselves. Leaks quickly follow! 


34 YEARS OF RESEARCH 
REVEALS NEW SOLUTION 


¥%& New, patented ‘Sexauer’ SELF-LOCK screws 
have imbedded expanding NYLON PLUG. 
They lock at required depth AUTOMATIL- 
CALLY, hold washers firmly! Made of MONEL, 
they are rustproof, non-corroding. Heads 
can’t twist off. Screw slots can’t distort. 


3% NEW, improved ‘Sexauer’ EASY-TITE faucet 
washers are made of super-tough, pliable 
du Pont compound (not rubber or fibre). 
Reinforced, like a tire, with a vulcanized 
layer of Fiberglas, they resist distortion 
and splitting from shut-off grind and 
squeeze. 


x Faucet leaks repaired with ‘Sexauer’ EASY- 
TITE washers and SELF-LOCK screws out- 
‘last ordinary repairs “6-to-1"! 


HIDDEN COSTS OF FAUCET LEAKS! 


Hackensack, N.J. Water Co. and Ameri- 
can Gas Association figures prove stopping 
just ONE PIN-HOLE SIZE (1/32”) LEAK 
saves you 8,000 gal. water quarterly. A HOT 
WATER FAUCET LEAK repair saves you 
over $7.58 QUARTERLY in fuel and water 
bills. Fewer leaks also produce important 
savings on MATERIALS, LABOR and 
COSTLY FIXTURE REPLACEMENTS! 

A ‘Sexauer’ Technician will make avail- 
able our NEW Catalog, Edition “J’’, listing 
our entire line of over 3,000 TRIPLE-WEAR 
plumbing repair parts and tools. He will 
survey your fixtures, determine the repair 
parts needed and establish 
an efficient stock arrange- 
ment and control to prevent 
costly overstocking or 
shortages. You get this 
service without obligation. 

Act now! 
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4 J. A. Sexauer Mfg., Inc., Dept. AF- 70. 
2503-05 Third Ave., New York 51, N.Y. 
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Figure 1. St. Joseph Infirmary 


Editor’s note: St. Joseph Infir- 
mary in Louisville, Kentucky (fig- 
ure 1) is one of Kentucky’s largest 
hospitals. Staffing nearly 1,000 in its 
nursing service and technical ther- 
apy departments, the Infirmary of- 
fers modern and complete facilities 
to patients in the entire Kentucky- 
Indiana area. Under the administra- 
torship of Sister Mary Antonella, 
S.C.N., St. Joseph Infirmary recently 
reorganized its housekeeping opera- 
tion on a standards basis. This four 
part series is a case history of the 
program. 


™ IN KEEPING with all hospitals 
which are attempting to provide 
maximum service to patients with- 
out exorbitant fees and to persevere 
in charity services (the Infirmary 
donated approximately half a mil- 
lion dollars last year in services to 
the indigent sick), St. Joseph had 
to find ways to keep down rising 
operating costs. According to latest 
statistics, hospital costs to the pa- 
tient have risen around 162 percent 
over the last 15 years. Controlling 
these soaring costs and increasing 
service levels at the same time cre- 
ates a problem. 

Like many progressive hospitals, 
the Infirmary had already been able 
to achieve gains through reorgan- 
ization of its kitchen and laundry 
services. Gains in Central Sterliza- 
tion and similar areas were contem- 
plated for the near future by the 
addition of new labor-saving equip- 


Miss Roddey is director of hospital divi- 
sion and Mr. Solworth is president of In- 
dustrial Sanitation Counselors, Louisville, Ky. 
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Standardized 


Housekeeping 


Part | The Approach to New, Improved Housekeeping 


by Mohe H. Solworth and Gloria J. Roddey 


ment. Major areas, such as nursing 
service, have benefited from reor- 
ganization and __ standardization. 
Housekeeping, however, had not 
been streamlined, even though the 
administration felt that improve- 
ments could be made in the areas 
of increased service and cost re- 
duction. 

Upon examining its housekeening 
records, hospital administration felt 
that the housekeeping program was 
costing too much money for value 
received. Throughout the building, 
administration was observing down- 
time, socializing and _ inefficiency 
among housekeeping personnel. The 
program combined high cost with 
low efficiency, neither of which the 
Infirmary could afford. In the case 
of other departments, the hospital 
had sufficient technology and ex- 
perience to proceed independently 
with progressive reorganization. In 
the case of housekeeping, little ac- 
ceptable or comprehensive tech- 
nology was available especially 
which seemed applicable to the hos- 


pital situation. Because of this, an 
efficient plan of action had not been 
developed. 

The hospital felt, however, that a 
standards system such as_ those 
which had achieved outstanding 
success in reducing cost in indus- 
trial cleaning could be custom ap- 
plied to the hospital area. By taking 
into account the intricacies of the 
hospital operation, such as problems 
of patient servicing, difficulties and 
specific job standards could be de- 
veloped and met with resulting 
productivity and quality gains. 


The Audit Study 


The first step was a thorough audit 
of operating conditions and per- 
formance of the current program. 
Costs, cleanliness quality, worker 
performance, supervisory effective- 
ness, cleaning workload in every 
area, and the effect of the various 
hospital functions upon the house- 
keeping operation were determined. 
All housekeeping cost records were 
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examined and reconstructed. Inter- 
views with floor supervisors and 
department heads were held to de- 
termine exact cleaning needs and to 
define the precise housekeeping 
duties performed by nursing service. 
The cleaning methods and work 
patterns of all maids and porters 
were observed. Ultimately, new and 
different hospital cleaning methods 
were planned, developed and tested, 
along with plans for new equipment 
tc complement methods and tech- 
n ques. 

The audit examination conducted 
at the Infirmary gave clearer insight 
into all program operating condi- 
tions. The actual total current cost 
co: housekeeping was higher than 
the cost budgeted under central 
hc usekeeping alone. The total num- 
ber of housekeeping workers (by 
including those assigned independ- 
ently to special areas) was greater 
than the number classified under 
central housekeeping and the total 
s-pplies cost was higher. More peo- 
pie, both directly and indirectly, 
were involved in program supervi- 
sion than the housekeeping super- 
visory staff proper. Because of pro- 
gram inefficiencies and organiza- 
tional factors, for example, many 
cleaning functions were in the hands 
of nursing service personnel and 
substantial time was being spent by 
nursing supervisors overseeing var- 
ious housekeeping functions. Neither 
maids nor porters were providing 
the full daily service outlined by 
housekeeping supervision and 
cleaning accomplishment was _ ir- 
regular. In the majority of cases, the 
maid did only “spot” mopping in 
place of the purported thorough 
floor mopping. Room dusting was 
not of the quality desired and such 
“extra quality” services as_ spot 
cleaning of walls were being neg- 
lected. 

Downtime was high. Maid sched- 
uling was too loose to insure full 
productivity. When dislocations due 
to doctors’ rounds or patients’ baths, 
for example, occurred, maids en- 
gaged in socializing and loafing. It 
was observed, however, that the 
maids and the porters were of good 
caliber. They had the potential for 
efficiency and high performance. A 
lack of technology, organization and 
leadership was causing inefficiency. 

One of the most extensive areas 
of examination was that of the dis- 
missal or check-out service. Several 
years before, the entire check-out 
service including the making of 
beds had been turned over to the 
housekeeping staff. The dismissal 
methods, however, were time-con- 
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Figure 2. Productivity and manpower comparisons under the two programs 


at comparable quality levels. 


suming and did not produce the re- 
sults desired. Reduction of dismis- 
sal time was needed to have rooms 
ready for incoming patients. Asepsis 
of cleaning had to be increased. Fa- 
tigue of the maid had to be reduced 
in the face of such strenuous, thor- 
ough cleaning. 

During the audit, new methods 
were tentatively developed which 
required 50 percent less time and 
which employed superior disinfect- 
ing processes. Innovations also in- 
cluded plans for a dismissal cart 
with both septic and aseptic sides 
and with utensil capacity for five 
dismissals. 

At the completion of the study, 
data collected included a full cost 
picture, a roll call of all existing 


95 


housekeeping personnel, a detail of 
housekeeping’s work performance 
and obligations and the nucleus of 
new methods and tools for these 
services. These findings were cor- 
related into an over-all reorganiza- 
tion proposal for the hospital. 


The Reorganization Plan 


In the reorganization plan, a sub- 
stantial manning reduction (figure 
2) could be achieved with about a 
10 to' 12 percent increase in cleanli- 
ness quality. All cleaning was to be 
under the direct control of the 
housekeeping department. A crew 
leader or working assistant system 
was to be set up, and dismissal serv- 
ice was to be provided by a dismis- 
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65 Cleaners at 
Current Level, 78.5 
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oo 
Men 25 32 39 46 53 


480 536 592 648 704 760 
60 67 74 81 88 95 


Figure 3. Development of housekeeping productivity factors in the former 
and the new standards housekeeping programs. 
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sal team with its own crew or work- 
ing leader. New and larger floor 
machines, more efficient dust mop- 
ping and wet mopping tools, stain- 
less steel mopping buckets and 
equipment carts would be provided. 
All general cleaning service includ- 
ing that provided in specialized 
areas such as surgery, x-ray, lab- 
oratories, labor, delivery and nurs- 
ery was to be scheduled and con- 
trolled by housekeeping. All per- 
sonnel were to be trained in new 
methods and expected to meet op- 
timum job standards. 

According to the study, this re- 
building of the program, the increase 
in service and in cleanliness, and 
the adoption of superior equipment 
could be achieved while reducing 
the hospital’s operating cost by more 
than $20,000 a year. It was esti- 
mated, moreover, that were the hos- 
pital to attempt to increase the 
quality of its service to the degree 
recommended without a standard- 
ized reorganization plan, instead of 
a $20,000 a year decrease in cost, 
their cost would increase by more 
than one third. 

It is of interest to note here that 
the Infirmary’s reorganized program 
is handled by professional manage- 


ment. One of the features of a pro- 
fessional management service is that 
productivity-increasing techniques, 
such as incentive pay systems, can 
be applied without affecting over-all 
hospital pay scales. Moreover, in- 
creased pay scales also serve to at- 
tract a higher caliber market. In ad- 
dition, results of research efforts 
made by the professional firm can 
be applied to the program without 
additional outlay or’ additional de- 
cisions for the hospital administra- 
tion. Again, all the long range plan- 
ning for the program is in the hands 
of a professional counseling staff as- 
signed to manage the program. 
Another point is that under pro- 
fessional management, the hospital 
makes no capital outlays. All cap- 
ital outlays are made by the profes- 
sional firm and program costs are 
assumed immediately upon installa- 
tion at a weekly fee normally lower 
than current weekly expenditure. 
A detailed report outlining find- 
ings and proposals was submitted to 
St. Joseph Infirmary along with a 
presentation indicating the benefits 
to be gained. While a plan for a 
hospital-managed program was also 
presented, the hospital selected pro- 
fessional management as offering 
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greater efficiencies for its particular 
needs. 

Preparation for installation of the 
program began immediately. Local 
manufacturers were selected tc 
build the new equipment designed. 
Based on the methods and cleaning 
times established, every room anc 
every area in the hospital was work- 
loaded and assigned a specific clean- 
ing rate. Schedules for daily anc 
nondaily cleaning and for miscel- 
laneous housekeeping workloac 
were developed and written. Clean- 
ing workers and supervision were 
given initial training. Numerous 
meetings with nursing supervision 
and department heads were held tc 
orient them in the exact structure 
of this new program. To the greatesi 
extent possible, noncleaning duties 
were eliminated from the house- 
keeping workload. Precise methods 
for servicing in areas such as sur- 
gery and nurseries were developed 
and scheduled. Outside services 
such as wall washing, pest contro! 
and window cleaning were absorbed 
internally and new methods of trash 
handling were developed. With the 
cooperation of the laundry, a sys- 
tem of premade dismissal linen 


_packs was developed. An individual 


station supply system was estab- 
lished and maid and porter closets 
on all floors were redesigned and 
reshelved. After all planning, 
scheduling, and developing of equip- 
ment was completed, the program 
was installed. 

This program is already achieving 
the higher quality levels and in- 
creased efficiencies (figure 3). 
Downtime and socializing have been 
greatly eliminated and the cleaning 
dislocations due to the intricacies of 
hospital operation have been re- 
duced to a minimum. Dismissal 
service is now faster and more 
thorough than ever believed pos- 
sible while floor supervision and 
nursing service have been relieved 
of many of their former housekeep- 
ing responsibilities. 

Precisely how this program op- 
erates, the job times it is accom- 
plishing, the size of its stations, its 
written schedules, its control and 
checking tools, cleaning methods, 
equipment, work hours and cover- 
age will be in the second and third 
parts of this series. In the fourth 
installment the areas of improve- 
ment for the future will be dis- 
cussed: the comprehensive staphy- 
lococcus control investigation, the 
still further improved equipment, 
and the new method and operational 
techniques which are being inves- 
tigated and develoned today. & 
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How Safe Are You? 


s a ust of the 15 principal plant 
safety hazards has been published 
by Pinkerton’s National Detective 
Agency as a guide to the sort of 
thing that uniformed guards should 
be on the lookout for. 

And should you want to make 
sure that your guards do not them- 
selves get hurt in the process, Pink- 
erton’s has thoughtfully added a 
list of 9 pointers to help keep the 
after-hours guard out of trouble. 

Making his rounds of duty, the 
security guard should watch out for 
and report, and correct if possible, 
these common hazards to safety: 


e slippery floors 
e tripping hazards, such as hose 
lines, piping 
inadequate warning signs at 
excavations, manholes 
missing (or inoperative) en- 
trance, exit lights 
® poorly lighted stairs 
® loose handrails or guard rails 
aisle or street obstructions 
blocking access of fire equip- 
ment 
overheated motors 
loose or broken wiring 
open fire doors 
running motors not in use 
defective ladders or scaffolding 
leaks or unusual fumes 
broken windows or doors 
dangerously piled supplies or 
equipment 
And to speed the guard on his 
appointed rounds as safely and 
effectively as possible, Pinkerton’s 
advises its guards to observe the 
following precautions: 


° 
e 
e 
° 
oe 
e 
° 
e 


e don’t attempt to make rounds 
after dark without a good 
flashlight 
look for obstructions and low- 
lying ground hazards, such as 
wires, piping and supports 
take your time; don’t take short 
cuts—you are more effective 
as a guard if you proceed 
slowly and look around 
go around obstructions and not 
over them 
be careful of loose boards and 
unstable platforms 

© avoid slippery surfaces 
look where you walk 
don’t run downstairs, and ai- 
ways use the handrail 
be careful climbing ladders; 
check ladders before using 
them a 
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work, money and maintenance with 


this CORROSION-RESISTANT 


sanitary Bassick Caster 


Designed to meet high standards of cleanliness . . . hospital work re- 
quirements .. . and modest maintenance budgets. 

The heat-treated aluminum alloy resists corrosion...won’t rust even 
when steam cleaned. For example, the smooth exterior of this Bassick 
Series “BA” Caster prevents “pick up” of dirt or dust. There’s plenty of 
room for easy cleaning around wheel, plate, horn and other parts. 

You have a choice of 4”, 5” and 6” wheel diameters that will meet any 
requirement up to 500 pounds. 

To make maintenance easier, you can select from Bassick’s wide range 
of non-marking wheels. Two of the most popular: Atlasite hard tread and 
Baco soft tread are strong, durable and leave no marks on floors. Result: 
high traffic areas stay clean longer. 

Let Bassick Casters help you keep floor surfaces clean . . . maintenance 
costs in line. 0.44 
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THE BASSICK COMPANY 








For more information, use yellow postcard inside back cover. $9 





ENGINEERING - Maintenance 


by Daniel M. Roop, P.E. 


Modern Electrical Distribution 


Part l—Incoming Service 
Simple Radial 
Primary-Selective Radial 
Secondary-Selective Radial 
Spot Network 


Primary-Selective Spot Network 
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Figure 1. Simple radial system. 


FEEDER NO, 1 FEEDER NO, 2 


TWO INCOMING PRIMARY FEEDERS 


[ PRIMARY-SELECTOR SWITCH 


TRANSFORMER BREAKER 


yl 


iN 





Figure 2. Primary-selective radial system. 


by Burke Frick 


@ RECENTLY A CONSULTING ENGINEER 
who specializes in hospital work 
stated, “You can build the most 
beautiful pile of stones and bricks 
for a hospital and still not have a 
good hospital unless the electrical 
and water supplies are properly de- 
signed.” He was referring to a tend- 
ency of architects to relegate the 
electrical services and the water 
system to a minor roll, as the more 
obvious functions of bed space, cor- 
ridors, offices and lounges are often 
given much more attention by the 
architect than the services which 
are required to support the various 
facilities. 

The electrical system in the hos- 
pital (substations, wiring, panel- 
boards, lighting fixtures, elevators, 
motors and installation) accounts 
for between five and ten cents of 
each dollar of total cost of the hos- 
pital. It is important to make sure 
that a small saving in the electrica! 
system does not seriously impair the 
function of the hospital. 


Simple Radial 


The simple radial system (figur 
1) utilizes a single substation wher« 
power is received at the supply volt- 
age and is stepped down to the 
utilization voltage. Low-voltag: 
feeders are run throughout the hos- 


Mr. Frick is district engineer, Westing- 
house Electric Corporation, St. Louis, Mc. 


Presented at the Tennessee Hospital Engi 
neers Association district meeting, Mem 
phis, Tenn. 
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you need 


THIS 

FREE INFORMATION 
ON HOSPITAL 
OXYGEN SUPPLY 


Is the storage unit compact enough to fit the 
site available? Will oxygen be delivered promptly 


and efficiently when needed? Is a supply 


readily available to meet emergencies? Will the 


supplier make sure a new pipeline is installed 
properly? Will the supplier train key personnel? 


These are typical of the questions you should consider 
before selecting a hospital oxygen supplier. The answers, 
along with those to many other questions, are included 
in the wealth of information provided in the two book- 
lets shown above. 

Together, these Linde Company publications repre- 
sent the most complete reference work on hospital pip- 
ing and liquid oxygen systems available today. And 
when your oxygen needs are served by LINDE, answers 
to literally dozens of problems are available from ex- 
perts in the field. 

Choosing a source of medical oxygen is an important 


decision for hospital management. Fifty years in the 
business give LINDE unmatched experience in this vital 
area. Oxygen produced by LINDE meets U.S.P. stand- 
ards. LINDE plants, equipment, and distributors are 
strategically located across the country for prompt and 
efficient service. And general hospitals, 25 beds and up, 
can have this complete oxygen service. 

Write for these free booklets and get the facts. Dept. 
HM-07, Linde Company, Division of Union Carbide 
Corporation, 30 East 42nd Street, New York 17, N.Y. 
In Canada: Linde Company, Division of Union Carbide 
Canada Limited, Toronto 7. 
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pital from the substation. Each feed- 
er is connected to the substation bus 
with a low-voltage circuit breaker. 
Power is distributed from various 


locations in the hospital through 
panelboards to the lights, motors 
and other loads. Since the entire 
load of the hospital is fed through a 
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Figure 3. Secondary-selective radial system. 
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Figure 4. Spot network system. 
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Figure 5. Primary-selective spot network system. 


single substation and from a single 
low-voltage bus, full advantage is 
taken of the diversity among the 
various loads. This permits the use 
of the least amount of transformer 
capacity, however, because all of the 
power is distributed at a low volt- 
age from a single point; voltage 
levels at the point of utilization may 
be poor. 

A fault on the primary feeder in 
the substation transformer or on the 
substation bus will interrupt service 
to the entire hospital. A fault on any 
low-voltage feeder circuit will cause 
an outage to all loads served by that 
feeder. When a fault occurs, service 
cannot be restored to the areas af- 
fected until the fault has been lo- 
cated and the necessary repairs or 
replacements have been made. The 
simple radial system is the lowest in 
price and the least reliable of the 
systems being considered. Since re- 
liability is a very important consid- 
eration to hospitals, the simple radi- 
al system should very seldom be 
used. 


Primary-Selective Radial 


The primary-selective radial sys- 
tem (figure 2) differs from the sim- 
ple radial system in that it uses at 
least two primary feeder circuits 
into the hospital. The system is de- 
signed so that when one primary 
feeder is out of service, the remain- 
ing feeder will have sufficient ca- 
pacity to carry the total load. This 
system does not reduce the number 
of interruptions that will be ex- 
perienced from the utility but does 
reduce the time of outage due to 
such an interruption. If a qualified 
maintenance man is always avail- 
able to do the switching, the dura- 
tion of any interruption should not 
exceed 15 minutes. 

The primary selective arrange- 
ment does not reduce the outage 
time in case of a transformer fault, 
however. Such a fault, when it oc- 
curs, interrupts the load in a hos- 
pital until the transformer can be 
repaired or replaced just as in the 
simple radial scheme. Faults in 
modern transformers are very rare, 
however, and the primary-selective 
radial system is quite commonly 


used. 


Secondary-Selective Radial 


The secondary-selective radial 
system (figure 3) uses the same 
principle of duplicate feed from the 
power supply point as the primary- 
selective radial system. However, in 
this system the duplication is car- 
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lasts with soap and water care 


This luxurious-looking Simmons-furnished patient room, so 
friendly and inviting, is thoroughly practical. Easy to keep 
clean. Easy to maintain. 

Motorized Simmons hospital bed, Vivant dresser-desk and 
bedside cabinet are made of welded steel—almost indestructible. 


Their glowing, cherry-grained panels and drawer fronts are solid 
plastic, resistant to abrasion, denting and spilled liquids. Uphol- 
stery fabrics on the Vivant chairs are specially treated to repel 
dust and dirt. 


To top it off, draperies and bedspread are soil-resistant and eis seieihiaaiiia wea ainiiianaiiis 
fire-retardant. Walls as well as textured vinyl] rug are scrubbable. aad : 
i : an Francisco, Aug. 29-Sept. 1, 1960 
For private rooms to wards to patient areas...for rooms that 
look beautiful—and stay beautiful—come to Simmons for furni- 
ture and ideas! 


Merchandise Mart 
Chicago 54, Illinois 


DISPLAY ROOMS: Chicago «+ New York « Atlanta »- Columbus «+ Dallas »« San Francisco + Los Angeles 








ried all the way to each load bus on 
the secondary side of the trans- 
formers instead of just to the pri- 
mary side of the transformers. This 
arrangement permits quick restora- 
tion of service to all loads when a 
primary feeder or transformer fault 
occurs. 

Each load area is supplied over 
the two primary feeders and through 
two transformers. The capacity of 
each transformer must be sufficient 
to safely carry the entire load con- 
nected to the low-voltage bus, un- 
less it is practical to drop some 


loads. Each transformer is con- 
nected through a transformer break- 
er to a secondary bus section. Half 
of the load circuits are connected to 
each bus section, and a_bus-tie 
breaker is used to connect the two 
secondary bus sections together. 
Normally, the bus-tie breaker is 
open and the system operates as 
two parallel systems entirely inde- 
pendent of each other. Interlocking 
is provided between the bus-tie 
breaker and the two transformer 
breakers in each power center so 
that the bus-tie breaker cannot be 





For POWER ASSURANCE 
specify a SURE] POWER generator set 


Have complete peace of mind — know you are really protected 
in case of power failure. Choose Sure-Power from Allis-Chalmers 
— the manufacturer who engineers and builds all major 
components for complete, factory-matched engine generator sets. 


The POWER ASSURANCE these sets give you is backed by: 


1. Allis-Chalmers’ world-wide reputation for building engines and 
electrical equipment of outstanding quality, 


2. The extra reliability of having components that are factory- 
matched — right from the drawing board, and 


3. The added measure of protection that comes from single-manu- 


facturer responsibility. 





Call in your Allis-Chalmers dealer for help in analyzing your needs 
and choosing the right set, or write direct. Allis-Chalmers, Milwaukee 1, 


Wisconsin. 


BG-43 


Columbus Receiving Hospital, Columbus, Ohio, and the 
battery of Allis-Chalmers Sure-Power generator sets that 
provide dependable stand-by power. 


For more information, 


use yellow postcard inside back cover. 





closed unless one of the transformer 
breakers is open. Automatic trans- 
fer systems can be provided to open 
the transformer secondary breaker 
and close the bus-tie breaker in 
case of loss of service from one of 
the primary feeders or loss of one of 
the transformers due to a trans- 
former fault. 

The cost of the secondary-selec- 
tive radial system will usually be 
greater than either the simple radi- 
al or the primary-selective radial 
system. This is chiefly due to the 
large amount of transformer capac- 
ity required to provide complete 
and duplicate power supply to the 
load buses. Because of the extra 
transformer capacity provided, voit- 
age levels under normal conditions 
are better than that of the two sys- 
tems previously discussed. The sec- 
ondary-selective radial system per- 
mits quicker restoration of service 
to all loads than either of the pre- 
viously discussed systems when a 
primary feeder or transformer fault 
occurs. 


Spot Network 


The spot network system (figure 
4) is a highly reliable system for use 
in hospitals. In the simple spot net- 
work system, to prevent a service 
interruption when a primary feeder 
or transformer fails, emergency ca- 
pacity is provided by duplication of 
primary feeder circuits and trans- 
formers in the incoming service. 

The spot network system re- 
sembles the secondary-selective 
system in that each load center is 
supplied over two primary feeders 
through two transformers. In this 
system, however, the two transform- 
ers feed through network protectors 
to a single load bus. Since the trans- 
formers operate in parallel, a trans- 
former or feeder fault which re- 
moves one transformer from service 
does not cause any service inter- 
ruption. 

During the time that one of the 
transformers is out of service the 
other transformer must carry the 
entire load. Therefore, each trans- 
former should have a rated capacity 
at least as great as two-thirds of the 
anticipated maximum power de- 
mand. When one transformer is out 
of service the other transformer will 
have to carry about 150 percent of 
its rated capacity. In the infrequent 
cases which this occurs, the emer- 
gency capacity of the transformer 
will permit carrying such a load for 


Please turn to page 101 
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for fesnicelueciuiiciciuen the completely new 
form of tetracycline 


higher blood levels 


Velacycline Intramuscular peak 
blood levels are twice as high 
as those produced by intramus- 
cular tetracycline phosphate 
complex, and these blood levels 
remain consistently higher 
over a 24-hour period. 


more soluble than other 
tetracyclines 


Velacycline is 2500 times more 
soluble than ordinary tetracy- 
cline. Because of the high 
solubility of Velacycline Intra- 
venous over the entire physio- 
logical pH range and its neutral 
pH in solution, this prepara- 
tion is unusually well adapted 
for intravenous therapy. 


more efficiently absorbed 
than other tetracyclines 


Velacycline Intramuscular is 
more readily absorbed than any 
other form of intramuscularly 
administered tetracycline, 
thus providing rapid, peak 
concentrations of the anti- 
) biotic at the site of infection. 


- Supply: VELACYCLINE INTRAMUSCULAR: 
Single-dose vials of 150 mg. or 350 mg. 
(for reconstitution). Formulated with 
Xylocaine and buffered with ascorbic 
acid, VELACYCLINE INTRAVENOUS: Vials of 
700 mg. (for reconstitution). Buffered 
with ascorbic acid, = 


Squibb Quality— —* 
the Priceless Ingredient 


intramuscular 
intravenous 


Squibb N-(Pyrrolidinomethy!) Tetracycline 


*VELACYCLINE’ 18 A SQUIBB TRADEMARK 
“nvLOCAINE’@ is A OF ASTRA CAL PRODUCTS INC. FOR LIDOCAINE 
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Figure 2. Banana Split Salad 


Figure 4. Plum Slim Salad 
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Use fruits in season 


for appetite appeal 


for the calorie watchers 


Salads 


® SALADS are a popular summer 
item. The type of salad you serve 
is limited to a large extent, only by 
your own imagination. No matter 
what you plan for this summer 
from the simplest to the most elab- 
orate salads, here are a few salad 
tips to keep in mind. 

The appeal of your salad will de- 
pend on how attractive it looks and 
how inviting its name and descrip- 
tion sound. Your salads will look 
better if you use perfectly ripened 
fruit, young tender greens for the 
salad base and serve your salads 
on icy cold plates. Also take ad- 
vantage of the natural shapes of 
fruits in arranging salads. Melon 
crescents are perfect for rays or 
spokes. Filling the spaces in be- 
tween with darker colored berrics 
adds accent. Halves of summer 
plentiful fresh peaches make excel- 
lent cups for sherbets, helping com- 
plete the impression of cool refresh- 
ments. A good example of this is 
the Sun Ray Salad (figure 1). 

For these salads, or whenever 
you buy fresh fruit, the wisest pur- 
chasing policy is to consider quality 
before price and to buy carefully. 
The best looking fruits are not al- 
ways the best flavored even though 
appearance is an important gauge. 
Some of these fruits may have a 
poor appearance due to the surface 
imperfections and may be juicy and 
delicious, a good buy for pies and 
other baked dishes. Also the better 
you know the various types and 
varieties of fruit the better value 
you will get. Be specific as to va- 


Material obtained from the Heinz Food 
Service Center and the United Fresh Fruit 
and Vegetable Association. Additional 
quantity recipes are available from the 
United Fresh Fruit and Vegetable Associa- 
tion, Institutional Department, 350 Fifth 
Ave., New York |. 


riety name and grade when order- 
ing. Be especially conscious of the 
degree of ripeness when the fruit 
is received. Many excellent quality 
fruits will need on-the-premises 
ripening and when this is handled 
properly the results are very re- 
warding. 

For serving your salads, carefully 
plan and set up methods of por- 
tion control. In serving bulk salads, 
provide your help with varying 
cizes of serving utensils and specify 
the ones to use for each recipe. If 
individual molds are not used for 
gelatin salads, set up a method of 
dividing the contents of a large pan 
into the exact number of servings 
you want. Even garnishes should 
be preportioned and placed on the 
salads at the last minute with small 
tongs, a special fork or spoon. 

Leave nothing to chance and use 
your imagination to have salads 
this summer that are appealing, nu- 
tritious and profitable. 

For unusual salad ideas design 
your fresh fruit salads after fa- 
vorite soda fountain specialties. 
“Sundaes” of all kinds like this 
Banana Split Salad (figure 2) can 
be simulated with fruit. For a tasty 
salad teammate, try serving a cold 
fresh fruit soup. Cherry, straw- 
berry, raspberry, mixed fruit and 
pineapple are all good flavors. 

Using individual salad molds (fig- 
ure 3) is another way to add in- 
terest in a jellied fruit salad. Here 
again a natural cup is provided for 
cream cheese, salad dressing or 
sherbet. 

Fruit has always been the stand- 
by of calorie watchers. This Plum 
Slim Salad (figure 4) has a calorie 
count of only 155 while the cheese- 
stuffed plum “sandwiches” add a 
note of heartiness. These “sand- 
wiches” are an idea which is also 
good for side dish salads. 
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Sun Ray Salad 
Ingredients 


Honeydews 2 lg 
Cantaloupes 8 
Fresh peaches 12 lb 
Fresh lemon juice we 
Sliced Swiss cheese 32/3 lb 
Head lettuce 4 
Fresh blueberries 2 
Fresh strawberries 2 
Raspberry sherbet 1% 
Fresh Orange fruit 

salad dressing (see recipe) 


50 portions 
Measure 








Peel, remove seeds and cut 
melons into thin crescents. 

Cut peaches in % and remove 
pits; dip in fresh lemon juice. 

Cut cheese into sticks. 

Arrange a bed of lettuce on each 
chilled plate; on opposite sides of 
the plate place 3 crescents of honey- 
dew and 4 of cantaloupe; fill spaces 
between honeydew crescents with 
blueberries; place 4 whole straw- 
berries in one area between the 
melons and the cheese sticks in the 
other; in the center of the plate 
place a peach }% filled with a No. 
16 scoop of sherbet; serve with 
fresh orange fruit salad dressing. 


Fresh Orange Fruit 
Salad Dressing 5 cups 


Fresh mint 1 bunch 
Radishes, 
cut into roses 4 bunches 


Carrots, sliced 2 lb 


Remove rind from cantaloupes,; 
cut into rings % in thick; remove 
seeds; cut honeydews into balls. 

Cut plums in % and remove pits; 
place a tbsp of cottage cheese in the 


center of the plum half; top with 
another half and press together 
lightly, making a “sandwich.” 

Arrange a bed of lettuce leaves 
on each chilled plate; place one 
cantaloupe ring in the center of the 
plate; fill cavity with honeydew 
balls; top with a sprig of mint; place 
3 filled plum “sandwiches” around 
melon; garnish with radish roses 
and sliced carrots. 








Ingredients Measure 





Fresh orange juice 1 c 
Eggs, separated 4 
Fresh lemon juice 2 tbsp 
Salt Wy tsp 
Sugar %c 
Heavy cream, 

whipped whe 


Heat orange juice over low heat; 
in top part of a double boiler beat 
egg yolks with fresh lemon juice 
and salt; gradually beat in %4 c 
sugar; slowly stir in hot orange 
juice; cook over hot (not boiling) 
water until thickened, stirring con- 
stantly. 

Beat egg whites until they stand 
in soft peaks; gradually beat in re- 
maining % c sugar and continue 
beating until stiff. 

Fold into cooked mixture: chill. 

Just before serving fold in 
whipped cream. 


Plum Slim Salad 50 portions 





Ingredients Measure 





Cantaloupes 8 lg 
Honeydews 4 lg 
Purple plums 25 lb 
Cottage cheese 4 lb 
Head Lettuce 4 heads 
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‘‘Continental Coffee! Continental Coffee! Continental 
Coffee! Is that all you can see?”’ 











Write for free trial package 


AMERICA’S LEADING COFFEE 


for Restaurants, Hotels and Institutions 


CHICAGO+ BROOKLYN*+ TOLEDO*+SEATTLE 


For more information, use yellow postcard inside back cover. 















Pink Lady Salad 50 portions 








Ingredients Measure 
Fresh strawberries 4 qt 
Unfiavored gelatin 4 Oz 
Water 3% qt 
Sugar 3 c 
Fresh lemon juice 22/3 ¢ 
Salt 2 tbsp 
Head lettuce 4 heads 
Fresh strawberries 1 qt 
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Cottage cheese 5 lb 
Avocados* 12 
Fresh oranges 16 
Fresh grapefruit 12 


Hull and cut 4 qt of strawberries 
in quarters; refrigerate. 

Soften the gelatin in 1 pt of cold 
water for 5 min; heat remaining 
water with sugar, lemon juice and 
salt; bring to boil and pour over 
the softened gelatin; stir until dis- 
solved. 





PHILCO 


to teaching 


Philco, pioneer in fully-transistorized 
closed-circuit television, offers com- 
pletely integrated instructional TV 
systems for schools and hospitals. 
Philco systems provide the ultimate 
in flexibility, incorporating any num- 
ber of cameras, monitors, receivers 
and amplifiers, interconnected 
through a central console or a “‘patch 
panel’... with provisions for two- 
way conversations. Philco equipment 
is reliable, easy to operate and low 
in cost. Philco will help you design a 
system to meet your requirements. 
Write for information and your Philco 
Closed-Circuit TV Planning Guide. 


Government & Industrial Group 
4700 Wissahickon Ave., Phila. 44, Pa. 
In Canada: Philco Corp. of Canada, Ltd., Don Mills, Ont. 


PHILCO. 


Samoup. for Quality He Wold. Coe 


CLOSED-CIRCUIT TV 
brings new flexibility 








The World’s First Integrated Hospital 
Closed-Circuit TV System was re- 
cently installed by Philco at 
St. Christopher’s Hospital for Chil- 
dren, Philadelphia. It links the main 
operating room, lecture halls, audi- 
torium, pediatric treatment rooms, 
psychologic observation rooms and 
the radiology department. Folder 
describing this system will be _ 
upon request. 
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Rinse individual ring molds in 
cold water; place the cut straw- 
berries around the molds and cover 
with lemon gelatin; chill until set, 
about 2 to 3 hr. 

When serving, remove the gele- 

tin ring by dipping the molds in a 
shallow pan of very hot water fcr 
ten seconds; invert on a bed of let- 
tuce; place a small scoop of cottage 
cheese in center of each mold; gar- 
nish with avocado crescents, whole 
strawberries and orange and grape- 
fruit sections. 
*When using avocado slices in a 
salad dip the slices in fresh lemon 
juice first to retain their natural 
color, 








Banana Split Salad 50 portions 
Ingredients Measure 
Fresh oranges 32 
Bafiatias 50 
Fresh letii6ii juice 3 tbsp 
Boston lettucé 4 heads 
Creamed mayonnaise — 

dressitig (sée 

recipe) 
Chopped walnuts %4 Ib 
Fresh strawberries 2. @t 


Peel and slice orange itito cart- 
wheels. 

Peel bananas and cut in % length- 
wise; dip in fresh lemon juice. 

Line each chilled plate with let- 
tuce leaves; spread creamed may- 
onnaise dressing between 2 banana 
halves; sprinkle lightly with nuts. 

Garnish each plate with 4 orange 
cartwheels and 3 whole straw- 
berries; serve with a cup of cold 
fruit soup, if desired. 


Creamed Mayonnaise Dressing 
I qt. 








Ingredients Measure 
Mayonnaise 2c 

Sugar 2 tbsp 
Whipped cream 2c 


Combine mayonnaise with sugar; 
fold in whipped cream. 


Recipe Booklet Available 


= THE 1960 edition of Campbell 
Soup Company’s Cost-Cutting Rec- 
ipe Booklet is available without 
charge from Campbell Soup Com- 
pany, Institutional Division, Cam- 
den 1, N.J. The main dishes and 
sauces employ canned, condensed 
soups as ingredients and were °2s- 
pecially created by professional 
chefs. . 
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* Recipes following 


Grapefruit half 
Cold cereal 
Omelet 

Toast 


Broiled smelts—tomato sauce 
Escalloped potatoes 
Frenched green beans 

Lettuce wedge 

Peach tapioca 


Mongole soup 

Tuna fish—cabbage tossup 
Harvard beets 

Poppyseed twists 

Frosted fruit-cocktail 
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monthly menus 


Grapefruit juice 
Hot cereal 
Shirred egg 
Toast 


Braised short ribs of beef 
Parslied potatoes 

Stuffed zucchini 

Pickled peach salad 
Gingerbread—cherry sauce 


Cubed steak sandwich 
Roast potato balls 
Pickle relish salad 
Caramel fruit eclair 


Fresh peaches—cream 
Cold cereal 

Link sausage 
Swedish rolls 


Oven fried chicken 

Candied yams 

Braised celery 
Cranberry-orange salad 

Peanut brittle ice cream sundae 


Cheese-bacon-tomato rarebit 
Stuffed baked potato 
Asparagus-egg salad 
Raspberry bavarian cream 


Honey dew melon 

Cold cereal 

Crisp bacon : 
Butterscotch biscuits-jam 


Ham Hawaiian 
Hominy cakes 
*Pineapple salad 
Pistachio ice cream 


Vegetable soup 

California fruit plate with 
cottage cheese 

Finger sandwiches 

Prune whip - custard sauce 





Cantaloupe 
Cold cereal 
3-minute egg 
Toast 


Veal cutlet 

Browned potatoes 
Carrots 

Pickled baby beet salad 
Boston cream pie 


Savory meat loaf 
Creamed diced potatoes 
Fruit salad 


Cream cheese—crackers—jelly 


Grapefruit Half 
Cold cereal 
Shirred egg 
Toast 


Fillet of lamb 
Watercress potatoes 
Pimiento wax beans 
Celery—carrot sticks 
Cookies 


Grilled bologna 
Stuffed tomatoes with 
macaroni-cheese 
Tossed salad greens 

Iced apricot tart 


Fruit nectar 
Hot cereal 
Poached egg 
Toast 


Roast loin of pork 
Whipped potatoes 
Acorn Squash 

Grange - waldorf salad 
Graham cracker roll 


Hamburger-bun 
Lyonnaise potatoes 
Pickles - relishes 
Fruited gelatine 


Grapefruit half 
Hot cereal 
Baked egg 
Toast 


Curry of halibut 
Delmonico potatces 
Harvard beets 
Wilted spinach salad 
Sponge jelly roll 


Deviled crab 

Kidney bean salad 
Blueberry muffins—jam 
Krispy relishes 
Butterscotch pear 





Tomato juice 
Hot cereal 
Poached egg 
Toast 


Broiled lamb chops 
Mushroom stuffed potatoes 
Garden peas 

Wilted spinach salad 
Blueberry pinwheel 


French roast—celery 
—mushroom sauce 

Franconia potatoes 

Fruit salad 

Ice box pudding 


Honey dew melon 
Cold cereal 
Crisp bacon 
Sweet rolls 


Grilled ham steak 

Mashed potatoes 

‘Frozen broccoli 

‘Marinated cucumber wheels 
Apple snow tart 


Hot shredded chicken 
open sandwich 
Latticed potatoes 
Krispy relishes 
Assorted fresh fruits 
Chocolate milk shake 


Baked rhubarb 
Cold cereal 
Scrambled eggs 
Toast 


Stuffed pork roast—apple sauce 
Potato cakes 

Fresh spinach mounds 

Carrot slaw 

Pineapple surprise 


Vegetable soup 
Spaghetti italienne with 

tiny meat balls 
Fruited gelatin salad 
Mocha dot cake 


Fresh grapes 
Cold cereal 

3-minute egg 
Raisin toast 


Hamburger steak 
Cottage potatoes 
Julienne beets 
Pickle-radish salad 
Boysenberry cobbler 


Chicken wings with gravy 
Chantilly potatoes 
Endive-tomato salad 
Fruit bars 





Orange slices 

Cold cereal 

Bacon curls 
Pineapple coffee cake 


Rolled rib beef roast with 
Yorkshire pudding 

Whipped potatoes 

Creole squash 

Garden salad 

Four fruit pudding 


Consomme 

Cold veal in tomato aspic 
Baked potatoes 

Boston brown bread 
Cantaloupe a la mode 
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Bananas—cream 
Cold cereal 
Baked egg 
Toast 


Minute steak 

Grilled potato slices-tomato half 
¥Carrot and raisin salad 
Rhubarb brown betty 


Salami stuffed pepper 
Escalloped egg plant 
Bing cherry salad 
Lemon filled cookies 


Berries—cream 
Cold cereal 
Scrambled eggs 
Toast 


Tenderloin of trout— 

tartar sauce 
Escalloped potatoes 
Fresh spinach—lemon 
Perfection salad 
Fruit jumbles 


Shrimp curry 

Fluffy rice 
Tomato—green bean salad 
Cake top lemon pie 


Stewed apricots 
Cold cereal 
Omelet 

Toast 


Chicken a la Maryland 
Candied sweet potatoes 
Creamy corn 
Chiffonade salad 

Green gage ice cream 


Vegetable souo 
Ham—cornbread shortcake 
Apple medley salad 
Pineapple-chiffon tart 





Casaba melon 
Cold cereal 

Link sausage 
Orange coffee cake 


Roast prime rib of beef au jus 
Golden brown potatoes 
Cauliflower polonaise 

Pickled baby beet salad 
Chocolate fudge pudding 


French onion soup 
Chicken salad 
Potato flakes 
Tomato garnish 
Chilled fruit cocktail 
Sugar wafers 


Prunicot 
Cold cereal 
Shirred egg 
Toast 


Chilled fruit juice 

Braised beef with noodles 
Stewed okra 

Corn relish salad 

Cherry roll 


Hot spiced tongue 
Stuffed baked potato 
Pear-grated cheese salad 
Oatmeal cookies 


Orange tidbits 
Hot cereal 
Scrambled eggs 
Toast 


Lamb pattie-caper sauce 
Lima beans 

Broiled tomato half 
Mexican salad 
Norwegian prune pudding 


Cold sliced roast beef 
Potato cakes 

Green bean—celery salad 
Iced cup cake 


Peaches—cream 
Cold cereal 
3-minute egg 
Raisin toast 


Roast fresh ham 
Potato puff 
Spinach a la swiss 
Tossed salad greens 
Escalloped apples 


Potato chowder 

Club sandwich 

Lettuce wedge—1000 island 
dressing 

Pium cobbler 





Cantaloupe 
Hot cereal 
Bacon curls 
Danish coffee ring 


Veal birds 

Watercress potatoes 
Peas 

Stuffed celery salad 
Fruited floating island 


Chili cheese bun 
Hash brown potatoes 
Peach bloom salad 
Devils food cake 


Bananas - cream 
Cold cereal 
Omelet 

Toast 


Golden crusted perch 
Rhode island potatoes 
Broiled tomato half 
Marinated cucumbers 
Cake top lemon pie 


Vegetable soup 
Salmon salad sandwich 
Potato chips 
Vegetable jackstraws 
Raisin - rice pudding 


Orange juice 
Hot cereal 
Scrambled eggs 
Toast 


Pot roast of beef 
Maitre d’hotel potatoes 
Peas 

Caulifloweret salad 
Blueberry cobbler 


Canadian bacon 
Escalloped corn 
Lettuce wedge 
Refrigerator cheese cake 


Pineapple tidbits 
Hot cereal 
Sausage squares 
Kolaci 


Chilled fruit juice 
Chicken pot pie 
Green lima beans 
Olives—radish roses 
Peach ice cream 


Frizzled beef mushroom casserole 
O’Brien potatoes 

%Fresh peach—watermelon salad 
Brownies 





Fresh arapes 
Hot cereal 
Poached egg 
Toast 


Cushion roast of lamb 
Parslied potatoes 
Creole celery 

A-B-C salad 

Fruit au gratin 


Steak kidney pie 
Succotash 

Tossed green salad 
Marble cake 


Blended fruit juice 
Hot cereal 
3-minute egg 
Toast 


Swiss steak 

Mashed potatoes 
Green beans, gascon 
¥Calypso salad 
Indian pudding 


Tomato consomme 
Hot roast pork sandwich 
Julienne vegetable salad 
Green apple sauce 


Fresh plums 
Cold cereal 
Crisp bacon 
Cincinnati coffee bread 


Savory veal roast 
Baked sweet potato 
Frozen broccoli 
Shredded lettuce 
Strawberry ice cream 


Swedish meat balls 
Pittsburgh potatoes 
Asparagus-egg salad 
Peach tart-whipped cream 


Grapefruit juice 
Hot cereal 
Omelet 

Toast 


Chicken with dumplings 
Noodles 

Julienne carrots 

Sunburst salad 

Chocolate chip cottage pudding 


Cold luncheon meats 
Potato salad 

Hot biscuit—jelly 
Assorted fresh fruits 





Kadota figs 
Cold cereal 
Scrambled eggs 
Toast 


Fillet of lemon sole— 
tarter sauce 
Crumb potatoes 
Cold tomatoes 
Cole slaw 
Washington pie 
& 


Spiced ham—vegetable omelet 
whole wheat muffins—jam 

x Oriental salad 

Watermelon slice 


Sliced oranges 
Hot cereal 
Baked egg 
Raisin toast 


Cushion roast of veal 
Brabant potatoes 
Asparagus tips 
Avocado relish salad 
Fruit compote 

= 
Mock chili 
Poppyseed twists 


Endive - tomato salad 
Fruited caramel eclair 


5 SNE RAI CEES OAS 





Turkeys Ice cream 


Summer vegetables Vegetable fats and oils 


Lemons and limes Peanut butter 


Watermelon Peaches 
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112 Light 
Beams 
Concentrate “Sy 
for 

Better Vision 





Beams from single reflector (right) tend to be more 
parallel, easily blocked; focal range is relatively nar- 
row, requiring constant adjustment. By contrast, 
Castle Multi-Beam Light (left) is always in proper 
focus; gives unsurpassed shadow reduction. 


we 


There’s no objectionable shadowing of the wound when heads 
and hands interfere. That’s because a ‘‘60 Series’? Light has 
FOUR MULTI-STEP REFLECTORS. Together they illumi- 
nate from 112 different angles; bypass obstructions with ease. 
What’s more, there’s a Center Spotlight built into the lamp’s 
center to boost total intensity for extra deep work. 


This Multi-Beam optical system is unique! Light is delivered 
from so many directions that only a fraction of the total illumi- 
nation is ever interrupted by surgical procedure. The pattern 
stays constant—you see better. Multi-Beam optics virtually 
eliminate glare, too, and provide unsurpassed depth of focus. 
Five separate bulbs provide protection—there’s little chance 
of simultaneous burnout. Ask your dealer about Castle ‘60 
Series’ Lights, or write for catalog. 


Cartle LIGHTS AND STERILIZERS 


WILMOT CASTLE CO., 1801-7 E. HENRIETTA RD., ROCHESTER 18, N.Y. 
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Selected Recipes From Preceding Menus 


Waldorf Salad 100 portions 





Ingredients Measure 





Apples, diced, 

unpared 3 gal 
Celery, chopped 1% gal 
Sugar : oe 
Salt 2 tsp 
Mayonnaise 3 ec 
Lemon juice lec 
Nuts or peanuts, 

chopped 1 qt 1%c 

Combine all ingredients except 
the nuts; toss to blend; chill. 

Portion with a number 8 scoop 
(4c) and serve on salad greens. 

Garnish with chopped nuts (if 
added with other ingredients, apples 
will discolor). 


Variations 


Waldorf Salad with Grapes: use 
only 3 lb chopped celery and add 3 
lb seedless grapes. 


Waldorf Salad with Dates: use 
only 3 lb chopped celery and add 3 
lb pitted dates cut into pieces. 


Oriental 

Ingredients 

Salad oil 

Orange juice 

Tarragon vinegar 

Sugar 

Salt 

Ground ginger 

Orange, peeled, sliced, 
quartered 

Lettuce, endive, spin- 
ach, coarsely 
chopped 6 qt 


48 servings 








Combine first 6 ingredients; 
marinate oranges in mixture at least 
1 hr. 

Toss with greens; serve immedi- 
ately. 


Raisin-Carrot Salad 100 portions 

Ingredients Wtor Amt Measure 

Raisins 3lb 120z 3at 

Shredded 5lb 80z 1%gal 2c 
carrots 
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Salt 2 tsp 
Mayonnaise 2lb 80z 1%qt 


If raisins are dry, heat them with 
1 c water in the top of a double 
boiler for 20 min or until hot; cool. 

Combine all ingredients. 

Portion with a number 12 scoop 
and serve on salad greens. 


Variations 


Raisin-carrot-coconut salad: use 
only 2 lb 12 oz raisins and add 1 lb 
toasted coconut. 


Raisin-carrot-celery salad: use 
only 2 Ib 12 oz raisins and add 1 lb 
chopped celery. 


Fresh Peach 
and Watermelon 
Ingredients 
Salad oil 
Strained honey 
Cider vinegar 
Salt 
Paprika 
Peaches, peeled, 
sliced 
Watermelon 


48 servings 
Measure 








Combine first 5 ingredients; use 
as a marinade for peaches as they 
are sliced to retain fresh color. 

Peel watermelon and cube (1% 
gal); add to peaches; chill. 

When ready to serve drain fruit 
and spoon into lettuce cup; mari- 
nade may be served as dressing. 


Pineapple 46 servings 
Ingredients Measure 
Pineapple tidbits* 2 no. 10 
cans 
Celery, thinly sliced 2 qt 
Pecans, chopped a2 
Heavy cream % pt 
Salad dressing : ae 
Lemon juice 2 tbsp 








*substitute 4% gqts, fresh, diced 
pineapple. 


Drain tidbits very well; toss with 
celery and pecans. 


Whip cream until stiff; folc in 
salad dressing and juice. 
Toss with fruit; chill. 


Calypso Salad 
Ingredients 








Fresh pineapple, pared, 

cubed 
Avacados, cut into chunks 2. qt 
Bananas, sliced on bias 1% qt 
Grapes, halved, seeded ge 
Green peppers, julienne oe (c 
Tomato ketchup 
Honey 
Lime juice 
Parsley, minced Yc 
Dairy sour cream 1 eae 


Combine first 5 ingredients; blend 
ketchup and next 3 ingredients; 
pour over fruit; marinate 1 hr. 

Drain fruit, reserving marinade. 

Serve fruit on endive or water- 
cress; blend 1 qt marinade with 
sour cream; spoon over fruit. 


Fiesta Gelatin 
Peach Salad 
Ingredients 
Fruit cocktail 
gelatin cubes, 
(see: recipe) 
Lettuce heads 
Cottage cheese 
Peach slices 


48 servings 





Measure 





1 recipe 
7 


12 lb 
1 no. 10 can 


Prepare fruit 
cubes. 

Arrange lettuce on chilled plates; 
for each service, place 1 (number 
12) scoop cottage cheese on let- 
tuce; surround with 4 well-drained 
peach slices and 6 fruit cocictail 
gelatin cubes. 


cocktail gelatin 


Fruit Cocktail Gelatin Cubes: 
Dissolve 144 lb strawberry flavored 
gelatin in 1 gal hot water and s:rup 
from fruit cocktail; chill until 
slightly thickened; fold in 2 g: (1 
number 10 can) drained fruit cock- 
tail; pour into pan depth of 1 inch; 
chill until firm; cut into 1-inch 
cubes with knife dipped in warm 
water; makes 11% gal, or 48 servings 
of 6 cubes. ' 
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Editor’s Note: Here is a very well 
done survey report and _ sincere 
article regarding drug charges in 
hospitals. 

The results of this survey, typical 
of the problems all over the coun- 
try, show again that something is 
drastically wrong—not with the in- 
come derived from drugs and their 
administration but with the manner 
in which drugs are billed to the pa- 
tient. Usually statements show only 
“drugs” with a large dollar figure 
behind the entry. Such charges usu- 
ally include not only drugs but 
also many expenses that are not 
truly pharmaceutical. This is ob- 
viously wrong but it will have to 
suffice until better breakdowns can 

» promoted to hospital adminis- 
vation by hospital pharmacy. After 

|, our hospitals must continue to 
> erate. 

In my opinion, the only way that 
‘yug charges can ever be very uni- 
orm will be by charging a given 
emount above cost for the drug it- 
self and then adding an “adminis- 
ration” charge which would in- 
clude all extra nondrug charges. 
Such administration charge would 
allow for individual hospital needs 
without pricing drugs themselves 
above the clouds. It would allow 
hospital administrators to adjust in- 
come from and by pharmacy with- 
out degrading the profession in the 
eyes of the public. D.F.M. 


™ A RECENT SURVEY of inpatient 
pharmacy charges in ten hospitals 
in the Detroit area adds further 
evidence that there is great variance 
in the actual amount posted to a 
patient’s account for the same 
amount of a particular medication. 
This survey was accomplished with 
the cooperation of the chief phar- 
macists of the various institutions. 

The ten hospitals surveyed varied 
in bed capacity from 100 to ap- 
proximately 700 beds and it was 
felt that they were representative 
of the hospitals in this geographic 
area. To a greater extent, these 
hospitals were nonprofit, short-term 
and nongovernmental. There were 
included in the survey three large 
hospitals with teaching programs 
and schools of nursing. 

The surveyor listed 24 pharma- 
ceuticals or related items that are 
usually dispensed by hospital phar- 


Mr. Superstine is the chief pharmacist at 
the Metropolitan Hospital, Detroit, Mich. 
and an instructor in pharmacy at the Col- 
lege of Pharmacy, Wayne State University, 
Detroit. 

Miss Weipert is the assistant director at 
the Metropolitan Hospital, Detroit. 
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pharmacy 


by Daniel F. Moravec, M.Sc. 


Inpatient Pharmacy Charges 


A survey of ten hospitals—see table on page 84 


by Edward Superstine and Regina Weipert 


macies. There was also a determi- 
nation of the number of hospitals 
posting a per diem pharmacy charge 
to the patient’s account. When such 
a charge was indicated, the amount 
of the charge was requested and is 
shown in the illustrated chart of 
findings. All of the reported charge 


figures are the actual amounts that 


would have been posted to the pa- 
tient’s account for the medications 
that are listed. In cases where the 
hospital made no charge for items 
or pharmaceuticals a letter desig- 
nation on the chart explains why 
no charge, per se, is posted. For 
example, the designation WS (ward 
stock) indicates that the hospital 
does not charge the patient direct- 
ly for the item. The letters C RS 
show the item is charged through 
the central supply room and not 
through pharmacy. 

Of the 24 items listed, nine were 
reported as pharmacy charge items 
by all of the hospitals in the survey. 
A charge index was determined, 
based upon these nine items, and 
may be utilized to determine, in 
a limited sense, the over-all rev- 
enues that the pharmacy depart- 
ments are providing in these in- 
stitutions. For instance, one institu- 
tion in the survey designated by 
the letter “I” has a charge index 
of 75; therefore, the pharmacy de- 
partment in that institution pro- 
duces approximately 30 percent 
more revenue than the other hos- 
pitals in the survey for identical 
amounts of the same preparations 


that were dispensed. Institution 
“G” is not far behind with a charge 
index of 66.33. If we were to ex- 
clude the latter two institutions and 
average all of the charge indices, 
we would find that the over-all 
average would be approximately 
52.7. However, when we include 
the two hospitals reporting the 
higher charge indices, we find that 
the over-all average increases to 
56.30. 

These findings show us quite 
clearly that there are as many dif- 
ferent pricing schedules for inpa- 
tient pharmaceuticals as there are 
institutions themselves. One of the 
pharmaceuticals listed (Sparine 
Tablets 50 mgm) had a different 
price reported by nine of the ten 
hospitals with a range starting at 
a low of $2.40 for 20 tablets and the 
highest charge posted $10.00 for the 
same amount. This example is quite 
typical and illustrates very vividly 
the extent of variation that exists 
in the pricing of pharmaceuticals 
for inpatients in many hospitals. As 
a result of this variation, the re- 
spective pharmacy departments are 
producing revenues which differ 
proportionately in each institution. 
Some hospitals depend upon phar- 
macy to a much greater extent than 
others for the production of rev- 
enue. That is, a larger percentage of 


Please turn to page 84 for table of charges 
and to page 98 for continuation of text. 
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Available as quadrisected, chartreuse tablets of 
50 mg Lo pear PN and 250 mg. (adult), in 
bottles of 20 and 1 

Average adult Pres 950 mg. four times a day, 
with food or milk. 

Pediatric dosage: 22-25 mg./Kg. (10-11.5 mg./Ib.) 
body weight daily in 4 divided doses. 

For optimal reliability in disc plate sensitivity 
testing: specify ALTAFUR SENstI-Discs, available 
from Baltimore Biological Laboratory (Division 
of Becton, Dickinson & Co.). 
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ALTAFUR is highly active against “hot”, 
coagulase positive staphylococcal strains 
no longer sensitive to other antimicro- 
bials. In fact, virtually uniform in vitro 
susceptibility of Staphylococcus aureus 
to ALTAFUR has been demonstrated in 
hospital laboratories across the na- 
tion.}.2.3 Development of significant bac- 
terial resistance has not been encoun- 
tered,* and “because of its relationship 
to previously developed nitrofurans, it is 
anticipated that [ALTAFuR] will retain 
its original spectrum after longstanding 


clinical usage.’’> Clinically, results with 
ALTAFUR have been most gratifying in 
pneumonias, upper respiratory tract in- 
fections, surgical (soft tissue) infections, 
and bacteremias (septicemias) caused by 
a variety of bacterial pathogens.3.67 Se- 
vere staphylococcal infections refractory 
to all previous therapy have responded 
promptly to the oral administration of 
ALTAFUR.’ Side effects:1) Alcohol should 
not be ingested in any form, medicinal 
or beverage, during ALTAFUR therapy 
and for one week thereafter; 2) Nausea 
and emesis occur occasionally. This can 
be minimized or eliminated by taking 
ALTAFUR with food. 


REFERENCES 1. Glas, W. W., and Britt, E. M.: 
Proceedings of the Detroit Symposium on Anti- 
bacterial Therapy (Michigan and Wayne County 
Academies of General Practice, Detroit, Sept. 12, 
1959), p.7. 2. Mann, P.H.: Antibiotics & Chemo- 
therapy 10:93, 1960. 3. Christenson, P. J., and 
Tracy, C. H.: Current Therapeutic Research 
2:22, 1960. 4. Investigators’ reports to the Med- 
ical Department, Eaton Laboratories. 5. Leming, 
B. H., Jr.: Proceedings of the Detroit Sym- 
posium on Antibacterial Therapy, 1959, p. 19 
6. Prigot, A.; Felix, A. J., and Mullins, S.: Ibid., 
p. 85. 7. Lysaught, J. N., and Cleaver, W.: Ibid., 
p. 63. 
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Austa-Lube is a unique new lubricant. It’s semi-permanent, dry, drip- 
less, non-oily, non-graphitic, stain-free. 

Furthermore, Austa-Lube is non-conductive, dust repellent, practi- 
cally insoluble, and easily applied because it’s packaged in an aerosol 
spray can. 

Austa-Lube has countless uses in the hospital. For example, you can 
use it to lubricate sliding and reciprocating mechanisms, such as win- 
dows, doors, locks, catches; also bearing surfaces on carts, casters, 
and cranks. 


In fact, Austa-Lube is ideal anywhere and on any surface where smooth, 
easy action is wanted, except where high pressures, speeds, or tem- 
peratures over 550°F. are involved. 

AUSTA-LUBE is available from Austenal Surgical Supply Dealers everywher2. 


*T.M. by Austenal Compey 


AU STENAL COMPANY 224 EAST 39TH STREET, NEW YORK 16, N. Y. 


PRODUCTS bivision OF HOWE SOUND COMPANY 
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= THE PRECEDING two issues of HOS- 
PITAL MANAGEMENT carried articles 
concerning the merits and demerits 
of paper as wrapping material. It 
seems to be pretty well accepted 
that muslin as a material for en- 
casing items to be sterilized is 
rather has-been. We agree that pa- 
per isn’t completely ideal either, 
so we keep on seeking for the per- 
fect material. 

Recently to our attention came 
something that seems to be pretty 
spectacular. Bowing with deep ap- 
preciation to our never-sleeping re- 
search men in this country, we have 
to cast our line across the Atlantic 
Ocean; yes, even into the north 
country of Sweden to draw in a 
product that seems to be something 
to be considered quite carefully. 

In April of 1958 a paper was writ- 
ten by Ing. Idar Savas of Stock- 
holm in SVENSKA LAKARTIDNINGEN in 
which the procedure for using 
nylon film, or plastic foil, is pre- 
sented as the almost ideal method of 
packaging items to be sterilized. It 
would seem that there was quite a 
jump in that country from boiling 
to autoclaving; and in the autoclav- 
ing, the wrapping material is the 
nylon film under discussion here. It 
would seem that there were no 
steps of muslin wrapping and paper 
wrapping in between. It is also a 
point of interest to note that the 
advantages of centralized steriliz- 
ing is recently taking hold in 
Europe. 

Erik Wallenberg and Bertil 
Jarnhall reported in the same Swed- 
ish magazine, some time _ before 
the article referred to above, that 
plastic bags or nylon film wrapping 
rendered a_ safe, sterile product 
when placed in an autoclave under 
normal autoclaving conditions. It is 
essential, they say, to use a product 
having a given high steam permea- 
bility. A product meeting this re- 
quirement is now available in this 
country. On its way here, however, 
it stopped in England, and Raymond 
J. Brigden, State Registered Nurse, 
who is the Theatre Charge Nurse of 
the Orthopaedic Theatre, Coventry 
and Warwickshire Hospital, wrote 
a rather complete article in the 
January 1960 issue of the NuRSING 
mirroR. Mr. Brigden summarizes 
the approach to the subject this 
way: 

“Investigations have revealed that 
there is a great deal to be desired 
with some of the sterilizing tech- 
niques used in our hospitals. . . 
Stress was made on the use of an 
alternative to drums (in the op- 
erating room). Nylon is being tested 
in various parts of the country. 


CENTRAL SERVICE 


by Mary Helen Anderson, R.N., M.S.H.A. 


The Third Time 
Might Be The Charm — 


Nylon For Wrapping Material 


There must be no question, in se- 
lecting a material to be used in 
wrapping supplies, about the steam 
penetration during sterilization un- 
der normal autoclaving conditions. 
Also, the material must be bac- 
teriologically safe, having a re- 
sistance’ to bacterial penetration 
after autoclaving, and it should be 
possible to open the packet without 
causing contamination.” 

As he continues, he says, 

“Generally, the majority of plas- 
tics are relatively impermeable to 
moisture and have low heat re- 
sistance from the sterilizing point 
of view. An exception to these dis- 
advantages are the polyamides 
(nylon) which are permeable to 








Where did you learn to boil instru- 
ments, Miss Wilks? 


steam to a degree dependant upon 
the method of manufacture, have a 
high melting point in the region of 
200 degrees Centrigrade and are 
impervious, when cool, to bacteria.” 

Mr. Brigden would certainly fit in 
with most of our Central Service 
Supervisors, since he expressed 
reluctance to accept the testing done 
by others and proceeded to conduct 
experiments of his own. The de- 
scription of what they did in his 
hospital follows: 

“The first test consisted of pack- 
ing small gauze swabs in tubular 
nylon, which was folded over once 
at each end and sealed with the 
special adhesive tapes. (Probably 
what we would call ‘autoclave tape, 
that indicates by change in color 
that the item has been in the steri- 
lizer, the prescribed time.) A seal 
was formed by folds in the nylon, 
and the tape merely held the seal 
in place. These three- by three-inch 
sealed bags were submerged in a 
bucket of strong Bonney’s Blue 
solution at a depth of 12 inches. The 
bags were dried, cut across with 
scissors, and the gauze content ex=' 
amined. In no case was there any) 
visible penetration of the dye solu- 
tion. Similar test packets were pre- 
pared and after autoclaving were’ 
subject to a bacteriological check by 
the consultant bacteriologist of the 
hospital. He coated the outside of 
each packet with a suspension of 
Staphylococcus aureus and Proteus 
vulgaris. The unopened packets’ 
stored for periods up to eight weeks 
in a warm humid atmosphere re- 
vealed that the contents had re- 
mained sterile. 

However carefully the bags are 
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prepared, a little air always remains 
during sterilization despite high 
vacuums. This does not present too 
great a problem when sheet nylon 
is used as a wrapping for a pack- 
age. As a safety margin, therefore, 
the sterilizing temperature or time 
should be increased a little. In prac- 
tice this means an increase in time 
of sterilizing amounting to about 
20 percent.” 

After the testing, a practical ap- 
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rules and regulations governing all 
employees of the hospital and the 
services and privileges available to 
him as an employee. 

Every employee assuming a new 
position, whether hired from out- 
side or promoted from within, is 
entitled to detailed analysis and 
thorough comprehension of the du- 
ties he is expected to carry out 
along with an understanding of the 
volume and quality of work he is 
expected to produce. This can be 
accomplished if an adequate train- 
ing program is a part of his initia- 
tion to the job. 

The extent to which a formalized 
training program may be expanded 
is practically limitless. Many or- 
ganizations have realized too late 
that their programs passed’ the 
point of diminishing returns long 
ago. 


Maintaining a Stable Work Force 


Ideas for stability can come from 
many sources, not only from the 
personnel department but also from 
operating areas with recommenda- 
tions for new programs and for the 
revitalisation of the existing ones. 
One suggestion that was made to 
me by a nurse may have real merit 
in the attempt to meet the problem 
of migrating character of staff 
nurses. If followed, it entails the 
working-out of a formal exchange 
program with hospitals in different 
geographical areas that are experi- 
encing similar problems. 

Staff nurses with at least two 
years’ continuous experience at 
Hospital “A” could apply for trans- 
fer to Hospital “B”. Eligibility re- 
quirements’ would be mutually es- 
tablished and published in both 
areas. The selection of applicants 
would be based on the work history, 
attendance records, adaptability and 
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plication of the method was put into 
trial use. Since the nylon is sup- 
plied in tubular form, small bags 
were made, sealing both ends. 
“The thickness,” goes on Mr. 
Brigden, “is very important. Gauge 
“C” 0.002 in. being the most satis- 
factory, since a defective package 
will break during the sterilization. 
The thicker material does not show 
this advantage, but becomes some- 
what brittle and liable to fracture 


attitude. The hospitals would then 
pay all expenses incident to the 
transfer with the understanding 
by the nurse that this amount would 
be reimbursed by salary deductions 
until the total cost had been met. 
Further, it would be agreed that 
the full amount deducted would be 
refunded to the nurse upon the 
completion of her two years’ con- 
tinuous service at the acquiring hos- 
pital. 

Admittedly, the mechanics given 
are only the rough beginning of a 
program. Before it can become 
effective, it will be exposed to all 
levels of supervision for their con- 
sideration and then a pilot pro- 
gram may be conducted. The suc- 
cess or failure of such a program 
will not be determined at my level, 
but rather at the first level of su- 
pervision. We may give our bless- 
ing to such an undertaking, but the 
employees doing the work will be 
responsible for the final results. 

The important thing in this pro- 
posal is the fact that it came from 
one of the people in the work sit- 
uation, rather than from somebody 
at a desk, and serious consideration 
of all such ideas will, we hope, stim- 
ulate other suggestions and plans. 
Thus it is possible to manipulate the 
situations so as to have access to 
the thinking of many minds, rather 
than just a few. 

Too often, we consider problems, 
such as recruitment and training 
of personnel, to be the province of 
the small handful of people who 
are presumably paid for thinking 
about those specific problems. Yet 
we have available a work force of 
hundreds of people, each of whom 
has something to offer if we can 
unlock the floodgate of their en- 
thusiasm, It is to them that we 
should turn for help in many of 
these vexing problems. G 


easily. Larger items, includig 
trolley packets (O.R. packs, in En 
lish!) are wrapped in a sheet | 
nylon foil, 40 by 40 in., made ‘rq 
a 40-in. length of 20-in. wide tuk 
lar foil, opened along one sid2,” 

The question of the use of rylq 
in the operating room with rofep 
ence to static electricity was @ 
plored. Nylon itself will not ; 
duct electricity, but the mainte 
nance of good electrical contact ¢ 
all times between the anti-:tat 
“trolley” cover and the met 
framework of the “trolley” (Ma 
stand?) seemed to overcome 
problem. It was also mention 
that the retention of a certg 
amount of moisture after sterilizg 
tion would help to reduce any posgi 
bility of an excessive static charg 
forming during use in the operatif 
room. 

Thus nylon has come to Ame 
from Sweden by way of Englan 
It is available as nylon autoclavah 
film in two thicknesses—designat 

as “B”—.0254 mm. or .001 in., am 
“or 0508 mm. or .002 in. Then 
are 21 different widths and gaug 
combinations, and it is certain th 
the purchasing agent in your hog 
pital will be able to obtain suffi 
cient samples for you to try. Sine 
the distributer is a reputable firm 
the experimental data supplied hy 
them may well be relied upon; h 
it can easily be predicted that C§ 
people will be just like the nurse i 
England and they will want to ex 
periment for themselves. 

The advantages, as set forth } 
the manufacturer are these: 


1. Easily fabricated into bags a 


parcels, with high temperatt 
adhesive tape or heat sealing ma 
chine. 4 

2. Transparent—for easy id 
fication of contents. 

3. High melting point (230°C. 

4. Permeability to steam. 

5. Impermeability to bacteria. ~ 

6. High resistance over lon 
periods to repetitive steam heatif 
(can be used some 80 times, the 
say). 7 

7. Tough — resists abresion 
scratching, accidental injury fron 
sharp instruments. q 

8. Great tensile strength. 

9. Convenient—smooth te ul 
affords handling ease, even of lar 
packets. % 

10. Economical—the unique »2rop 
erties of this nylon autoclav 
film permit repeated use. 

We would be most interes‘ ed | 
have you share with us your 
perience with this new produet 
good or. bad. 
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Questions ?? 
by Esther Abbott 


National Secretary 
NAHCSP 


W hat constitutes an efficient Cen- 
tral Service supervisor? 

That is like asking, “How high is 
up?” There is no end to the quali- 
ties exhibited and expected of cen- 
tral service supervisors, but if you 
really want me to answer that ques- 
tion, pull up the nearest chair and 
lend me your ears. 

It means much more than turning 
to page one in a procedure book to 
find the answer for setting up a 
treatment tray. First and foremost, 
a central service supervisor must 
have a genuine interest in the de- 
velopment and growth of such a de- 
partment. 

One must be able to plan, organ- 
ize, direct, control and coordinate; 
establish and maintain good rap- 
port with all departments in the 
hospital. An efficient central service 
influences all areas of the hospital 
and their services to you are as im- 
portant as our services are to them. 

The human relations aspect plays 
a major role too. Have an interest 
in people and try to understand 
various personalities and be able 
to deal with them; inspire confi- 
dence, be a leader; and most of all 
demonstrate enthusiasm. One must 
be able to impart information in a 
constructive manner, delegate work 
and keep a satisfactory balance in 
the division of responsibilities. 

Be familiar with hospital policies 
and know your lines of authority. 
Such knowledge results in a better 
understanding of the entire inner 
workings of the hospital. It will 
clarify your important individual 
role of the central service super- 
visor in the over-all picture. 

By all means, personally know 
all your department heads, floor su- 
pervisors and head nurses. 

Be aware of the cost of equipment 


Miss Abbott is Supervisor Central Serv- 
ice, Chicago Wesley Memorial Hospital, 
Chicago. 


JULY, 1960 


and know something about the budg- 
et set-up of your department. The 
statistically minded supervisor is an 
asset to any hospital. It is always 
wise to be able to come up with 
a ready answer when administra- 
tion asks how many syringes and 
needles are being used by your de- 
partment, perhaps in the hopes that 
you may be able to change to dis- 
posables! 

Now (from one central service 
supervisor to another—lest we be- 
come too smug about ourselves and 
our expanding role in the hospital 
picture) let us do a self-evaluation 
to determine whether or not we are 
really striving toward our ultimate 
goal. Permit me to ask you some 
questions, 

Are you adequately prepared for 
your job? 

Are you progressive? 

Are you continuing to improve 
your techniques of supervision? 

Are you continually improving 
inter- and intra-departmental re- 
lationships? 

Thought provoking, isn’t it? 

You did not expect such a lengthy 
answer, but the question is not 
easily answered in a few words. 
Have any qualities been omitted? 
Yes indeed. You all know there are 
many qualities, which we seldom 
discuss or see in print, such as tak- 
ing the wrath of some interne or 
resident, when a piece of equipment 
does not please him; continually 
justifying your need for adequate 
and competent personnel; accept- 
ing graciously, when another re- 
sponsibility is added to your already 
top heavy list; being able to an- 
swer without irritation the hundred 
and one questions which are di- 
rected your way, day in and day 
out; taking screw driver and pliers 
in hand and repairing a piece of 
equipment, when no one else is 
available; filling in, when personnel 
are ill or absent and, of course, 
through all this you must maintain 
yourself and your department on 
an even keel. This is not easy, but 
what greater satisfaction to a su- 
pervisor than to be able to “stand 
up and be counted.” 

Class dismissed! 10) 


Happenings 


Cross Country 


Although the first annual con- 
vention is past history, we know 
you will be interested in hearing 
about some of those who attended. 


New Officers 


We were pleased to welcome Julia 
Findlay all the way from Niagara 
Falls, N. Y. Much to Julia’s surprise, 
she was chosen as president-elect of 
the association. Speaking about the 
election of officers, you might say 
the moral of the story is “A reward 
for a good job is another one to do.” 
This rightfully fits Eva Buckingham 
who was re-elected president for 
another term. Eva stays in the back- 
ground and works hard to further 
the aims of the association. We are 
happy to see that all her efforts are 
appreciated by the members. Every- 
body is happy to see her in the driv- 
er’s seat for another term. Alice 
Freedman of Albuquerque, the new 
vice president at large, was unable 
to attend the meeting, but we are 
looking forward to meeting with 
her soon. 


Cross Country Members 


Cecilia Yastremski of Philadel- 
phia also attended the convention. 
We all know her well from the in- 
stitute in New York and, by the 
way, she was appointed chairman 
of the Membership Committee of 
the association. She is always an 
added pleasure to any meetings. 

Sister M. Etheldreda of Texar- 
kana, Ark., one of our new mem- 
bers, also was present. Sister is a 
staunch supporter of central service 
and we expect to see her at more 
and more of our meetings. Sister 
Judith of Alexandria, La., accom- 
panied Sister M. Etheldreda and be- 
tween the two of them many new 
suggestions were offered for future 


Please turn to page 94 
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= So were the words of the presi- 
dent, Eva Buckingham, as_ she 
opened the first annual convention 
of your association. There were ap- 
proximately 38 persons in attend- 
ance, and it was obvious that each 
and every one was most enthusi- 
astic and anxious to see how the 
association had developed over the 
past year. 

Reports of Esther Abbott, secre- 
tary, and Edith Pauline Johnson, 
treasurer, were heard. The presi- 
dent presented an expanded report 
that summed up those of the secre- 
tary and treasurer. (See Newsletter 
next month for highlights of Presi- 
dent’s Report.) 


Eva Buckingham Re-elected 


Following the report of the presi- 
dent an election of officers took 
place. Eva Buckingham was elected 
president for another year and 
Julia Findlay of Niagara Falls, N.Y. 
the president-elect. Alice Freedman 
of Albuquerque, N.M., is now the 
vice president at large. 


Educational Sessions 


The educational sessions of the 
convention were voted to be among 
the best ever attended by c. s. per- 
sonnel. Norman A. Bailey, the di- 
rector of Grant Hospital and au- 
thor of the text Hospital Personnel 
Management, was the speaker at 
the official luncheon. He gave a 
forecast or, as he put it, an ed- 
ucated guess of what was going to 
happen during the _ sixties—“The 
Soaring Sixties” as he called them. 
According to Mr. Bailey there are 
big things ahead for c. s. people 
and he urged us to prepare for 
them. 

Mr. Robert P. Skundberg of the 
research department of General 
Electric Company’s X-Ray Division 
in Milwaukee presented a peek in- 
to the future of sterilization—Steri- 
lization by the Electron Beam Gen- 
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First NAHCSP Convention! 


(More convention pictures next month.) 


Betty Hanna and Esther Abbott at 
the registration desk. 


Julia Findlay 
surprise when announced as 
the president-elect. 


registered 


erator. Mr. Skundberg reviewed 
some of the things which had been 
done in the past in the sterilization 
of food and gave a few of the re- 
sults that had been obtained with 
the electron beam generator. Not 
much work has been done on the 
use of this instrument in the hos- 
pital field and Mr. Skundberg in- 
vited our association to assist in 
research programs on the electron 
beam. It is expected that the chair- 
man of the research committee will 
be meeting shortly with the Gen- 
eral Electric people to see what 
experiments could be worked out 
to find what things can be sterilized 
with this machine. 

Mr. Skundberg was bombarded 
with questions after his talk and 
everybody who heard it was stim- 
ulated by the possibilities for the 
future. 


Cecilia Yastremski looks 
pleased at being appointed 
chairman of membership 
committee. 


Norman A. Bailey, executive direc- 
tor, Grant Hospital, Chicago, was the 
luncheon speaker. 


Following the presentation by 
Mr. Skundberg, Doctor Letourneau 
headed a panel composed of two 
purchasing agents, Edward Blazyk 
St. Mary of Nazareth Hospital, Chi- 
cago and Mary Ann Gilster, West 
Suburban Hospital, Oak Park, III. 
and two central service supervisors, 
Sister M. Dolorosa of Little Com- 
pany of Mary, Evergreen Park, Ill, 
and Eva Buckingham, University of 
Chicago Clinics, Chicago. 

Although the panel was pretty 
much in agreement on the respec- 
tive functions of purchasing and 
central service, it became quickly 
obvious that there was a great deal 
of disagreement among the mem- 
bers of the audience. Many of them 
expressed themselves vigorously 
and positively. In general, it was 
agreed that the purchasing depart- 
ment receives materials and stores 
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them in bulk, then distributes them 
to c. s. according to its needs and 
requisitions. It was agreed that all 
purchasing should be done by the 
purchasing agent in close coopera- 
tion with the c. s. supervisor and 
that the purchasing agent should 
not buy anything without consult- 
ing the c. s. department. 

Although quite a few members 
in the audience stated that they did 
their own purchasing, most of them 
expressed the opinion that they 
would rather leave this to a pur- 
chasing agent if they had one and 
if he were sufficiently well qualified 
and had enough ability to do this 
kind of work. 

There seemed to be general 
agreement that all salesmen and 
merchandising people should be in- 
terviewed by the purchasing agent 
and should disturb the c. s. super- 
visor only at the request of the 
purchasing agent whenever he was 
in doubt about a particular prod- 
uct. 

The question of I. V. solutions 
came up and was discussed at some 
length. There seems to be no stand- 
ard pattern for handling of these 
solutions. Some keep them in gen- 
eral stores, the pharmacy, the blood 
bank and in c. s. Doctor Letourneau 
asked for a show of hands on pref- 
erences and to everyone’s amaze- 
ment most of the audience ex- 
pressed a preference for handing 
over of I. V. solutions to the phar- 


New Association 


(See emblem in color on the cover) 


Treasurer Edith Pauline Johnson 
displays picture of association pin. 


© A picture of the new association 
pin was shown the delegates to the 
convention. From the picture you 
can see how beautiful it is and all 
central service personnel will be 
proud to wear it. 
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macist for dispensing. Some ec. s. 
people said that they were forced 
to dispense solutions either because 
they had no pharmacist or because 
the pharmacist closed early and 
they had stored them for after 
hours. 

Both the panel and the audience 
were unanimous in stating that they 
did not want to handle oxygen at 
all. It was the general opinion that 
every hospital ought to have an in- 
halation therapy department su- 
pervised by a qualified person or 
alternately under the department of 
anesthesia. Quite a few of the mem- 
bers are obliged to take care of all 
the oxygen equipment and most of 
them feel that they are not doing 
a good job of this. 

On a show of hands, the members 
showed a marked adversion to han- 
dling splints and orthopedic equip- 
ment but no one seemed to be quite 
sure as to whose responsibility this 
ought to be. 

Doctor Letourneau closed the 
meeting by asking everyone if they 
had adequate space in their depart- 
ments, which was answered by re- 
sounding in the negative. He pre- 
dicted that the c. s. supply room of 
the future would be located in a 
more advantageous position and 
promised that it would not be long 
before they were away from the 
basement and the uncovered steam 
pipes running through the depart- 
ment. a 


Emblem 


The emblem is simple—its design 
speaks for itself. The pearl in the 
center represents central service. 
The rays radiating from it represent 
the departments of the hospital, the 
patients, the physicians, the nurses 
and everyone else served by cen- 
tral service. Modestly, we would 
like to regard ourselves as a peer- 
less service whose light radiates 
through the hospital. The ring 
around the pearl was placed there 
to carry the name of the associa- 
tion so that the emblem might not 
be mistaken for a costume broach. 

Those wishing to order a pin may 
write to headquarters, 105 W. 
Adams Street, Chicago and we will 
add your name to our list. It will 
take approximately two months for 
delivery. The cost of the pin is 
$15.00 and if you wish we will be 
happy to bill you at a later date. 
Please indicate this in your letter. 8 


A Visit With..... 


Julia M1. Findlay 


Supervisor, C. S. R. 
Mt. St. Mary's Hospital 
Niagara Falls, New York 


Disposable Syringes 
and Needles 


© One of the greatest innovations 
in hospital central service depart- 
ments today is the advent of dis- 
posable materials. 

Mt. St. Mary’s Hospital, Niagara 
Falls, N.Y., has been using dispos- 
able syringes and needles for the 
past year. They are not only a joy 
to the cs. personnel but also to 
the patients, doctors and nurses. No 
longer does a patient cringe at the 
sight of a syringe and needle, and 
say “Ouch,” for there is never a 
dull needle. 

Some hospitals are reluctant to 
change to disposable syringes and 
needles because of the apparently 
higher cost. But this should be 
studied carefully. 

Prior to the use of these dispos- 
ables, one employee spent at least 
two to three hours daily washing, 
packaging and sterilizing syringes 
and another did little other than 
testing, cleaning, sharpening and 
packaging the needles. Did you ever 
enjoy trying to make a perfect 
point on a spinal needle? 

Today, with the many forms of 
infections, such as hepatitis and 
staphylococcus, the worry of cross 
infection, due possibly to an im- 
perfectly cleaned needle, and the 
danger to hospital personnel, who 
must handle these contaminated 
needles, is eliminated. 

The amount of time saved in 
processing syringes and needles, and 
the change over to disposable 
gloves, has made it possible for us 
to cut our c. s. personnel by three 
full-time employees. The cost of 
packaging material is also reduced. 
We feel that this justifies the added 
expense and know that it is better 
service for the patient. 12} 
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I nould like to know... 


Handling of Oxygen 


Do you think the handling of oxygen 
is a proper procedure for the c. s. 
department? 


At a recent meeting of the NACSP 
it was the consensus that the inhala- 
tion therapy department should care 
for the hospital’s oxygen require- 
ments. 


Perineal Pads 


Are prepackaged perineal pads 
“clean” enough for use of OB and 
Gyn patients without sterilizing? 
We have not been sterilizing these 
pads and have no noticeable infec- 
tion. Please advise us? 


First of all, any perineal pad 
bought in a drug or department 
store is not sterile but surgically 
clean. However, when the perineal 
pads are purchased for use at home 


a person buids up an immunity to 
her own organisms and a tolerance 
to her own infection. A surgically 
clean pad seems to be sufficient for 
home use. Now for unsterile or 
surgically clean pads used in a hos- 
pital. When a patient is in the hos- 
pital for diagnosis only, I believe 
the surgically clean pad is o.k. For 
OB patients and post-operative pa- 
tients, I would use sterile pads. 


Nursery Linen 


How do you handle nursery linen 
in your department? 


We have found the following to 
be the best procedure in handling 
nursery linen. Washed linen is sent 
directly to the c. s. department. 
Nine individual morning care linen 
change packs are secured with a 
rubber glove band, placed in a 
large muslin bag and marked “a.m. 
packs.” All the other linen is pack- 


Happenings Cross Country Continued from page 9! 


developments within the associa- 
tion. 

Our hats are off to Mary G. Han- 
son of Alpine, Texas. Mary arrived 
late but none the less enthusiastic. 
She traveled through several tor- 
nadoes in order to get here. We 
consider her a loyal, devoted mem- 
ber. Incidentally, Mary is a c. s. su- 
pervisor in a 36-bed hospital. Her 
duties differ from those of us who 
are in larger hospitals, and we hope 
to have her write this up for us. 
Members attended from Wisconsin, 
Ohio, New Jersey, Texas, Pennsyl- 
vania, New York and, in fact, from 
points all over the country. It was 
a revelation to the Board that so 
many of the members from all parts 
of the country are so enthusiastic. 
Although the group was small and 
selective, we felt that representation 
across the country was excellent. 
Next year we hope to have twice as 
many in attendance and already we 
are beginning to plan our program. 

Many at the meeting asked why 
the association did not run two in- 
stitutes a year. The thought was 
expressed that if we were to do this, 
and announce where we plan to 
hold them, c. s. people could make 
plans to attend the institute nearest 
home. Let’s hope the Board will give 
some thought to doing this. Al- 
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though the association is new, we 
know that educational projects are 
the first thought of the Board and 
the more we have the greater will 
be the assistance offered to all c. s. 
personnel across the country. 


Membership Dues 


Some of you have not yet paid 
your 1960-1961 membership fees. 
We are sure this must be an over- 
sight. Because of the growth of the 
association, we have found it nec- 
essary to collect dues once a year 
rather than bill our members at 
odd times when their fees become 
due. Send your membership fees 
into headquarters so that you will 
be assured of receiving the news- 
letter each month. 


Membership Cards 


By this time, many of you have 
received the green membership 
cards. Be sure you keep your mem- 
bership card because it is only 
through this that you may be pos- 
itively identified as a member at 
forthcoming meetings. Those holding 
membership cards will receive a re- 
duced rate at the institute and any 
other educational programs planned 
for the future. 8 
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When they want the defibrillator, 
they want it fast. 


aged in brown paper bags. These are 
autoclaved for 30 minutes and stored 
in c. s. ready for dispensing at 7 
a.m. upon request written in the 
nursery linen book. The nursery 
has a standard stock supply for 24 
hours and each morning they re- 
quest that the cupboard be filled 
after they have taken the linen out 
to stock the nursery. 10) 


What Kind of a Member 
Are You? 


Some members are like wheelbar- 
rows—not good unless pushed. 


Some are like trailers— 
no good unless pulled. 


Some are like canoes— 
they need to be paddled. 


Some are like kites—if you don't 
keep a string on them, they fly 
away. 


Some are like kittens— 
they are more contented when 
petted. 


Some are like footballs—you can’t 
tell which way they are going to 
bounce. 


Some are like balloons—full of wind 
and likely to blow up unless han- 
dled carefully. 


Some are 100 percent members— 
in regular attendance 
and very co-operative? 
Which are you? 
Reprinted from the Bulletin of the 
New Jersey Hospital Central Serv- 
ice Association 
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NURSING 


Three Years Experience with 


Intensive Treatment and Recovery Unit 


& THE INTENSIVE THERAPY UNIT is an 
especially designated area in the 
U.S. Naval Hospital, Chelsea, 
Massachusetts, where postoperative, 
injured, seriously or critically ill, 
medical and surgical patients are 
concentrated with the best nursing 
care and most efficient treatment, 
reg of rank, age or sex. This 
highly specialized unit is not u 
usual as the idea of progressive 
care in hospitals has been going 
through a gradual metamorphosis 
towards general reality during the 
past five years. 

All of the large hospitals in the 
Boston area have established these 
units, most within the past few 
years. For the smaller hospitals, 
having gone through the expense 
and problems of establishing a Re- 
covery Room area during the past 
decade, the thought of the added 
cost for the establishment of In- 
tensive Therapy Care units has 
been frightening and prohibitive. To 
eliminate the necessity of estab- 
lishing both a Recovery unit and 
an Intensive Care unit, we felt very 
strongly that the units, could be, 
and should be combined in a hos-' 
pital of our size which has an aver- 
age census of approximately .500 
patients. The need for the comtinn? 
tion becomes more obvious whe 
one realizes that it is impossible to 
tell when recovery stops and in- 
tensive therapy begins. 

In 1955, the shortages of nurses, 
and trained personnel, the great 
difficulty in obtaining special 


| watches, and the almost impossibil- 


» 


ity in obtaining private duty nurses, 
plus a marked increase in highly J 
specialized surgery, such as thoracic 
and cardiovascular surgery, made 

e need for this unit imperative. 

A standard 34-bed ward, close to 
the main operating room of the hos 
pital was selected for this unit. 


—_—— 


Reprinted by permission from Military 
Medicine, Vol. 125, June, 1960. 
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Floor plan of intensive treatment unit, U.S. Naval Hospital, Chelsea, Mass. 


by Captain Lewis L. Haynes, M.C., U.S.N., 


Lt. Comdr. Phyllis Harrington, N.C., U.S.N.R. 


had been a convalescent-type of 
ward, and its patients were quickly 
absorbed within the hospital set-up. 
The ward required minimal modi- 
fication. 


It was decided to install 19 beds, 


four cribs, and one isolette for 
available patient care. In the be- 
ginning it was felt that all the beds 
should be on the open ward for 
easy availability and vision by the 
personnel assigned. However, one 
ide of the ward was made into 
hree cubicles, two of four beds 
ach, and one to contain the ped- 
atric cribs and the isolette. The 
cubicles are made with plexiglass 
walls to make it possible for the 
nurse-in-charge to view all patients 
at one time. They also have draw 
curtains so that temporary privacy 
could be obtained, when needed. 
Oxygen-wall outlets and suction- 
wall outlets were installed. These 
outlets were placed in strategic 


areas, and if needed, two patients 
could be taken care of from one 
outlet. 

One end of the ward was left open 
for a guerney area for those pa- 
tients of short-range duration, such 
as D and C’s and spinals who could 
remain on the guerney for their re- 
covery period, and would not re- 
main in the area after three o’clock 
in the afternoon. Space between 
beds is adequate for a recovery 
guerney when needed. The solari- 
um end of the ward was converted 
into an isolation room. This, how- 
ever, has seldom been used. 


Staffing 


The staffing pattern necessary to 
“ m the nursing needs of this unit 


has been established and found to 
be workable. However, to maintain 
adequate coverage 24 hours, seven 
days a week, this pattern must be 
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exible to allow for increases in pa- 
ae load and intensive therapy. 
The Intensive Care unit should have 
a regular staff at all times. Thg 

inimum nursing coverage we haye 
found to be necessary for this size 
unit has been as follows. 


MINIMUM NURSING COVERAGE 


0700 to 1500 A Charge Nurse 
and 2 Staff Nurses 

1500 to 2200 2 Nurses 

2200 to 0700 _2 Nurses 


Total 7 
MINIMUM CORPSMAN DETAILED 


0700 to 1500 
1000 to 1800 
1500 to 2300 
2300 to 0700 


Total 


The corpsmen in this Unit work 
eight hours, except for their duty 
weekend which is 0700 (7:00 a.m.) 
to 2100 (9:00 p.m.), with four hours 
off during the shift. Every other 
weekend they are off duty, and 
night duty for two weeks is an es- 
tablished policy. 

Due to the extreme pressure on 
these nurses and corpsmen, every- 
thing must be done to keep their 
morale high, and to make them feel 
secure, both mentally and physical- 
ly. It is deemed necessary that all 
personnel work eight-hour shifts, 
and that leave will be granted when 
requested. 

A good orientation program for 

“all members of the staff, and an 
adequate educational in-service 
program is necessary for this unit. 
The morale is high, due to the es- 

\eem gained from being a member 

f this highly-specialized team. Fre- 
quently the team voluntarily re- 
mains on duty to care for an in- 
creased work-load, or to follow the 


View of ward. 
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unusual case in which they 
veloped a special interest. / 

The Intensive Therapy unit has 
relieved the work-load on the other 
wards. It makes staffing of these 

ards less of a problem, and h 
made the eight-hour day possib 
for all ward corpsmen because 
the patients needing intensive treat- 
ment, being concentrated in 
unit, less general ward corpsmen 
re needed. 


The cost of alterations and estab- \ 
lishment of the ward was minimal. \ 


In January of 1956, the initial cost 
onsisted of only the installation 


thre cubicles, which were not entire- 


ly necessary, and the purchasing 
of curtaining for screening purposes. 
Oxygen tanks and portable suc- 
tions were used on the patients, and 
emergency equipment throughout 
the hospital was collected and 
placed on the ward. 

As time went on, in-wall oxygen 
was installed at the cost of $1860.00, 
and at a later date, the in-wall suc- 
tion was installed at a _ cost -of 
$3,311.00. The low cost on the suction 
was, in part, attributed to the fact 
that the compressor that was used 
was one which had been kept in 
storage for use with the old flame 
photometer. It has been more than 
adequate. The overall cost per pa- 
tient was not increased over the 
preceding year, and although it does 
cost much more to keep a patient 
under intensive care, the diminu- 
tion in use of portable suctions, 
oxygen tents, oxygen tanks, and 
duplication of special equipment 
throughout the hospital has almost 
compensated for the cost. 

The cost of saving of one life, 
however, cannot, of course, be com- 
puted. I can recall at least six inci- 


View of ward. 


dents in the last year where dra- 
matic action on the part of ward 
personnel saved a life which other- 
wise might have been lost prior to 
the institution of intensive care. For 
example during the past year two 
cardiac arrests have been success- 
fully resuscitated on the unit. 

The unit was commissioned on 
he 4th of January, 1956, and this 

accomplished in spite of con- 

rable opposition. The most dif- 
figult hurdle was to adjust all hands 
o the idea of mixing ranks, sexes, 
and ages on one big open ward. I 
would like to state now that with 
7,780 admissions to the ward to date, 
we have not had one single com- 
plaint from either sex. 

As a matter of fact, one of our 
biggest problems has been in trying 
to get the long-range patient off the 
ward, because of his awareness of 
the care that he or she is receiving, 
and the sense of security that they 
get from being under constant ob- 
servation, and knowing that they 
are in good hands. The same re- 
sistance to transfer from the ward 
is encountered among the next-of- 
kin. 

The year 1958 is fairly typical of 
the two preceding years, the figures 
for it are: 


TOTAL ADMISSIONS for 1958 
Medical 


Surgical 


2,357 


Women 
Children 
Retained Longer Than 24 Hours 


The remainder were anesthesia 
recovery, and for the mbdst part 
were off the unit by 1800 (6:00 
p.m.) of the day of surgery. 

There were 28 deaths on the 
ward, 15 medical and 13 surgical. 
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ward sized when one realized that this 
her- number of patients were cared for 
to by seven nurses and nine corpsmen 
‘= as a total staffing requirement. 
Swo Head injuries on the whole re- 
i main on the ward for the longest 

period. However, one severely 
ma burned patient, a young girl with 
this 74 percent—third degree burns, was 
(= on the ward for one year. Her sur- 
dif- vival can be attributed to the effi- 
ands ciency of the unit. 
PXES, There have been no known cross 
rd. I infections, and long-range patients 
with have had fewer complications than 
date was evident prior to the establish- 
- ment of the unit. 

In planning any such ward, pro-__| 

Rs visions should be made for visitors) 
ying and next-of-kin. Because most of 
the these patients are seriously or criti- 
* of cally ill, the families would nat- 
ying, uraily be in the immediate and 
they worrisome vicinity. A solarium was 
ob- arranged, close to the unit, with 
they realing material, easy chairs and 
&. sofas which were long enough to 
es allow reclining during the night. 


The efficiency of the unit is empha- 


The next-of-kin only were allowed 
on the ward, and then only for very 
brief visits, lasting no longer than 
a few minutes at a time. Without 
exception, the next-of-kin are im- 








Your Housekeeper’s Secret... 


(And How Angelica Uniforms Help Her Keep It!) 


2,357 pressed with the care that their. 
114 loved ones are receiving, and be- 
2,243 come less and less of a problem The “special assistant” in your They choose Angelica for... 
as the illness continues. housekeeper’s life helps her main- : 
708 The majority of medical cases ad- tain that air of trim efficiency in her primes nce PPP sce aap 
405 : h it h b abet : ’ . resses of famous Monte Cloth or 
mitted to the unit have been hepatic , department. He’s the Angelica rep : 
574 : sleek synthetics—styled for comfort 
comas, acute coronary artery oc-y, resentative who helps her select the ; . . 
: ‘ 5 : ; and_ smartness; __ shrink-resistant, 
esia clusions, or bleeding peptic ulcers. uniforms for her staff. lorfast, 1 . 
part Terminal care cases are not ac-\ She k that coldatal: distinett ee re een 
B+ 00) cepted on the unit. swaths epmemwEN “oiikpmnerenel ty MAIDS—Fasy fitting multi-purpose 


The Isolation Room at the end 
of the ward has been used on oc- } 
casions for infectious cases. Strict. 
isolation technique has been car- © 
ried out. This, however, has al-~ 
ways required an increase in the » 
amount of personnel on the ward. * 

The unit is under the supervision | 
of the Chief of Surgery, and the su- } 
pervision of the nurse-in-charge of >) 
the unit. Each service, however, is \ 
directly responsible for the medical 
care of their own patients, it being 
the Chief of Surgery’s responsibility 


uniforms from Angelica not only 
look better—they relieve her of 
worry over excessive repair and re- 
placements, and save both time and 
money. 


The top professional housekeepers 
in America’s largest hospitals know 
that you cannot duplicate Apgelica 
uniforms for styling, fabric, fit or 
workmanship. 


dresses that add fashion to function 
at low cost. 


MAINTENANCE— Angelica’s famous 
matched suits of rugged Twill, tai- 
lored for comfort, made for heavy 
duty in wear or wash. 


Ca// your Angelica representative today, 
and put that “special assistant’ to work in your hospital! 


FREE! new 1960 catatoc 
52 pages ofvital uniform information in full, vivid colors. 
Write your nearest Angelica office for your free copy. 


to see that their orders are carried 
out, that all patients are cared for, 
and that all emergency equipment is 
able and ready for use. 

It should be pointed out that this | 
area is one in which all pene, 
work together for the common good 
of one patient, and although the 
Senior surgical resident is in im- 
mediate charge of the care of all ; 


UNIFORM COMPANY 


1429 Olive St., 107 W. 48th Street 177 .N. Michigan Ave. 1900 W. Pico Blvd. 
St. Louis, Mo. New York 36, N.Y. Chicago 1, Illinois Los Angeles, Calif. 


_ Leading Maker. of Washabie Service Uniforms for Over 80 Years — 





patients, he works in close har- 
mony with the other services. 8 
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special charges—those charges other 
than room and board—are derived 
through the inpatient sale of phar- 
maceuticals. These charges, along 
with laboratory and x-ray charges, 
have traditionally been higher in 
order to make up a deficit in room 
and board charges. Historically, 
pharmacy charges, costwise, have 
represented from 3 to 5 percent of 
the total hospital cost of operation. 
It is apparent that on the basis of 
the published charges hospital phar- 
macies produce revenue that could 
be approximated at from 10 to 20 
percent and more of the total hos- 
pital income. If we were to assume 
that the average cost of a patient 
day of hospitalization was $30.00, 
then it would follow that about 
$1.29 (43%)* would be spent on 
pharmaceuticals. From the stand- 
point of revenue produced, however, 
it would appear that from $3.00 to 
$6.00 might be received in payment 
for these drugs. It is true that the 
cost figure of 4.3 percent represents 
actual cost of material without con- 
sideration of such factors as labor, 
utilities, linen, housekeeping, engi- 
neering and maintenance and re- 
pair. However, the amount of return 
is still quite significant when com- 
pared to the cost figure. 

Some institutions operate under 
an all-inclusive rate system and 
have been able to do away with 
many of the special charges by re- 
flecting these in their room and 
board rates. If a hospital were to 
charge $30.00 a day for room and 
board there would be no need to 
make these special charges and there 
might be a more easily understood 
situation with regard to charges. 
Patients, however, when comparing 
room and board rates of various 
hospitals might select the institu- 
tion with the lowest charge for 
room and board and yet end up 
with the largest final billing be- 
cause of the special charges that 
are added. 

Some hospital administrators and 
others have indicated a leaning to- 
ward more detailed itemized bill- 
ings where actual charges would be 
posted and would include such 
items, previously mentioned, as lin- 
en charge, nursing time charges in- 
cluding the cost of administering 
medications, hospital maintenance 
charges and the various other la- 
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bor costs which represent almost 
70 percent of the entire hospital 
budget. 

There does not appear to be any 
single solution to this problem. It 
may be that a combination of the 
varying schools of thought might 
be best. It does appear sound busi- 
ness policy, however, to have inpa- 
tient pharmacy charges that are- not 
in great conflict with the commu- 
nity retail pharmacist, as well as 
with neighboring hospitals. It is 
very difficult for a patient to un- 
derstand why his pharmacy bill is 
so high even though we feel that 
we have a very adequate explana- 
tion. Here too, it behooves us to 
think of the patient. cd 


The Lucky Accident 


™ IN THE CREATION of effective 
drugs, the past 80 years have been 
the most fruitful in the entire 2,000- 
year history of pharmacy, says Dr. 
Frederick F. Blicke of the Univer- 
sity of Michigan College of Pharma- 
cy. According to Dr. Blicke, about 
the year 1800 chemists deliberately 
began to create synthetic medicinals 
to replace less potent natural prod- 
ucts and to discover new drugs 
which had no natural counterparts. 

As man ransacked his natural re- 
sources for over 2,000 years, he was 
bound to stumble onto a few potent 
drugs. But the finding of such 
things as opium, cinchona and 
ipecac were the result of pure luck. 

Even in modern scientific re- 
search, the lucky accident plays an 
important role. Success cannot be 
obtained by money alone. There 
are three additional and equally im- 
portant elements which are not on 
the market: patience, skill and luck. 

However, today’s “lucky accident” 
can only happen to the researcher 
who is thoroughly prepared to 
profit from it because of training, 
research equipment and alertness 
to detect unusual results. 5 


New Hospital 
First of Its Kind 


= THE California Podiatry Hos- 
pital in San Francisco, the only 
hospital in the world to treat foot 
ailments exclusively, admitted its 
first patient on Sunday, May 15. 
Alfred G. Roos, D.S.C., president 
of the California Podiatry College, 
announced the hospital at 19 Far- 
ren Street is equipped to accommo- 
date 2,000 inpatient surgical cases 
a year for major and minor foot 





surgery. The hospital will be op- 
erated on a non-profit basis. 

An additional 20,000 outpatients 
a year can be handled through the 
clinical facilities of the California 
Podiatry College, which adjoins the 
hospital at 1770 Eddy Street. 

According to Dr. Roos, the mod- 
ern, two-level hospital will provide 
special care and satisfy the need for 
a facility devoted solely to foot sur- 
gery. The new hospital gives podia- 
trists (formerly designated chircop- 
odists) a facility uniquely equipped 
for the practice of their profession. 


Morley 
Continued from page 18 


tage of foodstuff unheard of under 
usual circumstances. 

The patient also presents a prob- 
lem from the travel standpoint. In 
many isolated areas the physician, 
living where the hospital is lo- 
cated, is contacted by radio (Na- 
tional Guard, “ham” or airlines op- 
erated), symptoms given and treat- 
ment recommended. When condi- 
tions indicate direct attention or 
hospitalization, the patient is ad- 
vised to come into the hospital. This 
will cost a patient or the Govern- 
ment, if he is a beneficiary of the 
Government, the air fare in addition 
to cost of hospitalization. 

Because of this high cost of trans- 
portation, many patients will fly to 
the South 48 States for medical 
treatment and hospitalization. This, 
in turn, results in low occupancy 
rates in some of the smaller hos- 
pitals throughout the state. At times 
the small community is without a 
doctor and in one case a three-year 
old 16-bed hospital has been closed 
this past year. 

Many of the hospitals are sub- 
sidized by city funds, mission or 
church funds, or in the past by 
state funds. More utilization for lo- 
cal hospitals and wider participa- 
tion in hospital and medical in- 
surance plans would help prevent 
some of the losses from operations. 

We can expect increased hospital 
needs as the population grows and 
as new industries develop. There 
will be demands for hospitals in 
communities which are nonexistent 
today. There is danger of hospital 
closure in some communities whee 
populations are leaving due to in- 
dustry decline. The challenge is 
ever before us to plan on a sound 
basis to serve the medical ard 
health needs of the people of tle 
state as we look into the future ‘o 
seek out areas of future needs. # 
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When Visiting in the Hospital 


by Mary Edith McLean 
Red Bank, New Jersey 









1. Be sure that visitors are allowed. When you enter 
a hospital room walk up to the bed so the patient can 
see and touch you. Remember the senses of a sick per- 
son are not so keen as those of a well person. Don’t 
stand against the wall or sit in a corner and mumble to 
a friend you might have brought with you and shout at 
the patient in bed. 

2. Don’t discuss the illness or that of anyone else— 
try to talk about pleasant, amusing things to cheer them 
up. 

3. Limit your call to 10 or 15 minutes; sick persons 
tire faster then they themselves realize. 

4, When sending flowers send something small—one 
flower a day is a nice thought. Remember the rooms are 
sma!l and super-heated and too many large boquets 
are over-powering with fragrance for both patient and 
nurse. About the nicest thing to send a sick person is 
the one-a-day card group found in most department 
stores. It gives the patient something to think about and 
to look forward to. 

5. If you feel you would like to spend a lot of money 
on your friends wait until they are well and take them 
out to dinner. Then they can have a good time too. 

6. Never take food to the hospital. The doctors pre- 
scribe the diets for the patients. If you must show off 
your cooking, think of the family of the patient who 
spends every spare moment at the hospital. Never feed 
hospital patients. Every hospital room should have 
signs “Don’t feed the patients—leave it to the nurses.” 

7. Never stand outside the room and talk to a group 
of people in an undertone. Wait until you are out of the 
building to do your talking. Naturally the patient thinks 
you are talking about him and that you are keeping 
something from him. 

8. If you have the well being of your friend at heart, 
you will be welcome in any hospital room. & 


Editor’s note to the PR department—don’t take for 
granted that everyone in your community knows the 
rules for visitors! You have a responsibility to protect 
your patients! This author says “I wish every visitor 
could have read this before coming to see me!” 


tf 

Posect 
You seem to have lost control of the situation Nurse 
Jenkins. 


For more information, use yellow postcard inside back cover. 
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calcitrancy. With these considera- 
tions in mind, the patients were 
studied according to their psychiat- 
ric classification and some infer- 
ences were drawn. These inferences 
led to generalizations which have 
dynamic and theoretical value. If 
they are applied too rigidly in any 
one case or overvalued as the most 
important factor in explaining re- 
calcitrancy, they might be mislead- 
ing. There are many factors in each 
case which may be of equal sig- 
nificance. Since this report is con- 
cerned with a sample population 
small in number and early in our 
operation, we felt it wise to study 
the patients in more general terms 
in order to test or further evaluate 
our understanding in future studies. 

Of 50 patients, 21 had been ar- 
rested one or more times for drink- 
ing; 12 had served one or more 
prison sentences for other causes, 
mostly minor. Only two of these had 
not been arrested for alcoholism 
also. These experiences, along with 
their personal problems, would tend 
to make those with prison records 
avoid further seclusion in a hos- 
pital. Up to now we have not had 
patients in this unit who are nar- 
cotic addicts. Certainly, these in- 
dividuals would complicate man- 
agement problems a good deal. 

Many alcoholics become almost 
model patients with hospitalization 
because of the great dependency 
needs which the hospital fulfills. 
At times this is not the case when 
the system of paranoid projection 
or authority problems becomes 
more prominent during hospitaliza- 
tion. Even though alcoholism is a 
common reason for this group of 
patients to resist voluntary hos- 
pitalization, it does not explain why 
some alcoholics accept hospitaliza- 
tion at times and at other times be- 
come recalcitrant. When alcoholism 
is a factor repeated hospitalizations 
can be expected, not only for tu- 
berculosis, but also for mental 
illness and any other chronic or 
recurrent ailment. 

Some interesting assumptions are 
possible from this study. Alcoholism 
is the most frequent factor in re- 
calcitrancy but not nearly as fre- 
quent as in the study at Firland 
Sanatorium, Seattle, Wash. That 
sanatorium found alcoholism the 
main factor in 69 of 82 reported pa- 
tients, whereas we found it in 16 out 
of 50 cases. They classified these as 
“skid row” patients, but the near- 
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est we could come to this classifica- 
tion was the “marginal personality.” 
It. is possible that the alcoholics’ 
personality disorders and skid row 
patients at Firland represent the 
migrant type of population of the 
State of Washington and, in par- 
ticular, Seattle. Whereas it is like- 
ly that in Ohio, with its inland 
cities and rural population, the 
problem is not as great and mani- 
fests itself in more subtle ways. 
Thus, we looked for skid row or its 
equivalent in our patients and 
could not find it. Instead, we found 
and postulated a marginal socio- 
psychiatric personality problem 
type. One may assume that hos- 
pitalization is a socializing force that 
is resisted, resented and rejected 
by the socially maladjusted person 
from the marginal and the skid row 
groups. 

Tuberculosis brings this factor of 
resisting the socializing force of hos- 
pitalization into the open for these 
persons. Conclusions by other au- 
thors suggesting dependency con- 
flicts, psychological incompatibili- 
ties, and family difficulties as the 
determining factors in recalcitrancy 
are not an adequate explanation. In- 
dividual appraisal is important be- 
cause no one factor or combination 
of factors can explain all recalci- 
trant patients. 


Summary 


We have presented the back- 
ground and some of the policies and 
attitudes applied in the operation 
of a unit for the compulsory hos- 
pitalization of recalcitrant tuber- 
culosis patients. 

Requirements for the effective op- 
eration of a unit for recalcitrant tu- 
berculosis patients include adequate 
physicial facilities, sufficient well- 
indoctrinated staff, carefully de- 
lineated policies in writing, a 
therapeutic nonpunitive attitude a 
small detention unit with provis.on 
for open division treatment, f) 
quent individual consideration 
patient probiems and progress, « 
routine psychiatric consultation. 
Adequate care for this group is «x- 
pensive, but it can be accomplishe 
without major upset of operat:< 
or morale of the hospital. 

The study of these 50 patients 
vealed a variety of psychiatric pre 
lems with a significant number of 
chronic alcoholics and marginal 
sociopsychiatric personalities. Treat- 
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ment results indicated that a large 
percentage were suitable for effec- 
tive tuberculosis therapy and had a 
fairly good long-term prognosis. 
It is our opinion that the public 
health requires this legal custody 
and that in most instances it bene- 
fits the patient. In the past 18 
months, forcible hospital care of 
recalcitrant patients has shown that 
it is important in the control pro- 
gram of tuberculosis. Nevertheless, 
further evaluation and research are 
in order. a 


Frick 
Continued from page 72 


abcut three hours without seriously 
endangering the life of the trans- 
former. 

If normal service is not restored 
within three hours, it may be nec- 
essary to curtail some of the non- 
essential load to reduce the load on 
the transformer until full normal 
service is restored. It is likely that 
the peak load demand in the hos- 
pital will not last more than three 
hours and the normal load cycle 
will avoid having to curtail loads. 


Primary-Selective Spot Network 


The primary-selective spot net- 
work system (figure 5) is the most 
generally applicable form of sec- 
ondary network systems in hos- 
pitals. It is similar to the simple 
network system and has a price ad- 
vantage. The saving in first cost, 
when compared with the simple net- 
work system, is accomplished by 
using the principle of duplicate feed 
to each transformer, just as in the 
primary-selective radial system. 
This reduces the spare transformer 
capacity required and reduces the 
short-circuit duty on the load cir- 
cuit breakers, but does not reduce 
the amount of spare primary feeder 
capacity required. 

Each transformer in the primary- 
selective network system is equipped 
with a primary-selector switch. Two 
primary feeders are run to each 
transformer. When a primary feeder 
outage occurs, the transformer it 
normally supplies can be switched 
to the good feeder so that full trans- 
former capacity is quickly restored 
to operation. 

It should be recognized that when 
using a system of this design, that if 
a transformer fails, the load fed 
from its bus will be added to the 
load on the remaining transformer. 
It may be possible for this trans- 
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former to handle the entire load for 
the time required to replace the 
failed unit, to eliminate the neces- 
sity of reducing the load on the bus. 


Part II next month will discuss 
the distribution feeders. 


From Chaos to Order 


by use of administrative manual 


by W. L. Simon 


Administrator 
East Tennessee Baptist Hospital 
Knoxville, Tennessee 


™@ MEMORANDA, unwritten policy, 
snap decisions, oral instructions— 
all spell confusion and disorder. 

Memoranda seem to have a knack 
of getting away back in the desk 
drawer or become frayed and cov- 
ered up with other memoranda on 
builetin boards. Unwritten policy 
seems to expand or contract as an 
occasion arises and any similarity 
between that and the original pol- 
icy decision is purely accidental. 
Snap decisions are made without 
due consideration to all the facts 
and often prove to be faulty. Oral 
instructions usually end up in acri- 
monious arguments of “I don’t re- 
member your telling me that” or 
“You did not.” 

The administrative manual can 
be used as a tool for management 
to provide consistent policy and 
also to give a panoramic view of the 
total program of the hospital. Our 
manual was written not only to give 
supervisory personnel a device to 
keep their day-to-day decisions 
within the framework of adminis- 
trative policies, but it was also 
written as a means of education to 
board members and other personnel 
not directly concerned. 

The manual should contain cer- 
tain elements. 

1. The foreword or a description 
of the scope and purpose of the man- 
ual. 

2. A comprehensive index cross- 
referenced so that a user can find 
anything he is looking for under at 
least two headings. 

3. Instructional material such as 
organization charts of each depart- 
ment, the functions of the depart- 
ment, and the various affiliations of 
the hospital. 

4. Procedures and reasons for 
them. 

The early preparation of the man- 
ual should probably be in the hands 
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nursing homes 


Food Service Environment 


® MUCH HAS BEEN SAID and written 
on the important role that adequate 
nutrition plays in promoting and 
maintaining the general health and 
welfare of older people. The older 
person’s need for an abundance of 
high protein, energy producing 
foods such as eggs, meat, poultry, 
fish and cheese, and for low calorie 
mineral-vitamin foods such as leafy 
vegetables, citrus fruits, tomatoes 
and the like, is well known at this 
time. However, putting such knowl- 
edge into effective use—that is, reg- 
ular consumption of such foods by 
some older persons—is another 
matter and one that requires con- 
siderable thought. 

Many older people, either through 
custom or forced economic circum- 
stances, come to the nursing home 
with bad eating habits of long 
standing duration. It is incumbent 
upon those who are responsible for 
their care and well being to change 
those habits if at all possible to do 
so. Too often, however, there seems 
to be a tendency in this regard to 
lean on the old adage, “You can 
lead a horse to water but you can’t 
make him drink.” This is true, of 
course. On the other hand, if the 
horse wants to drink there should 
be no problem. In changing bad eat- 
ing habits of older people, every 
effort should be made to establish 
this want or desire to eat and enjoy 
proper foods. The surroundings, en- 
vironment and atmosphere in which 
food is served and consumed, can 
play an important part in the re- 
sponse to change in eating habits. 
Listed are some of the factors to be 
considered in that regard. If these 
practices and conditions are main- 
tained, nursing home residents are 
likely to present fewer eating prob- 


Reprinted by permission of the Georgia 
Department of Public Health from the 
Nursing Home Notes, Hospital Services, 
Georgia Department of Public Health, Jan- 
uary 1960. 
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its Relationship to Nutrition 


lems and less resistance to food in- 
take discipline. 

j# Plan the menu so that the 
same main dish is not served on the 
same days of the week, thus main- 
taining the element of surprise. For 
example, do not form a habit of 
serving chicken every Sunday, stew 
every Saturday evening and the 
like. 

j# Avoid strict observance of 
fixed mealtimes. There should be 
regularity, of course, but residents 
able to use a common dining room 
should be allowed to come and go 
at anytime within a_ reasonable 
period of time established for the 
mealtime. 

j# Encourage eating in the din- 
ning room. However, if there is 
strong objection and a person wish- 
es to eat alone, the desire should be 
respected. 

{# Introduce variety into meal 
and menu planning. Make a “big- 
to-do” out of national holidays and 
resident’s birthdays. Have an oc- 
casional buffet supper or a picnic 
lunch—perhaps a cook-out if space 
and facilities will allow. The birth- 
day celebration meals may be 
served monthly at which time those 
who have had a birthday during 
the month are honored, entertain- 
ment furnished and perhaps have 
an after dinner speaker. 

{# Circulate a questionnaire oc- 
casionally regarding food served, its 
preparation, likes and dislikes and 
new ideas. Give all answers careful 
study and put into effect any sug- 
gested changes that are possible and 
which are in keeping with good 
nutritional practices. 

{# Be considerate of those who 
have mastication problems. See that 
their foods are of proper texture. A 
table reserved for such persons in 
the dining room will lessen the 
problem of serving these specially 
prepared foods. 


{# Serve hot foods hot and old 
foods cold. 

j# Provide at least 15 sq 
feet of floor space per residen 
the dining room with not more t 
six persons per table. 

jf Use colorful table clo 
place mats and flowers. A few ca 
spent for seed can provide 
flowers for the tables the entire 
summer. Potted plants may also be 
used, especially in the winter 
months. 4 

j# Pay special attention to tose 
on special diets. The physician’s or=” 
der for such foods may be just ag 
important as the drugs prescribed, 
It is penalty enough to be required 
to eat foods without salt or sugar,” 
low-fat content and the like. There.” 
fore, every means for making such ~ 
food as attractive and palatable as” 
possible should be used. Low fat” 
desserts can sometimes be used ag 
well as artificial sweetness and arti- ” 
ficial salt which should be used on 
doctor’s orders only. : 

{# Play low soft music con- 
tinously during the meal hours, — 
Mood music, properly selected, can | 
create an atmosphere of relaxation, 7 
friendliness and a sense of well be- ~ 
ing which can stimulate appetites © 
and digestion. . 


Nursing Home 
Administration 
Summer Clinic 
™@ A SPECIAL COURSE on nursing © 
home administration is to be co- | 
sponsored again this year by the © 
National Association for Practical © 
Nurse Education and Service, Inc. ~ 
and the American Nursing Home ~ 
Association on the campus of Maine | 
University, Orono, August 1-19, 
1960. 

Faculty members representing the 
American Nursing Home Associa- | 
tion will be Mrs. Goldie Rogers, 
R.N., Bethesda, Md., and Mrs. Edith 
B. Chance, R.N. regional vice presi- 
dent ANHA, Fayetteville, N.C. 

Invited participants will assist 
with the following program sub- 
jects: principles and practices in 
nursing home administration, plén- 
ning procedure of new homes, 
equipping the home, equipment ~e- 
sources and purchasing, legal «s- 
pects, personnel needs and qualifi- — 
cations, human relations, records, | 
patient care, dietary needs, drug «d- 
ministration and control, rehabilita- 
tion and recreation, inservice train- 
ing for personnel. 

For further information write ihe | 
American Nursing Home Associa- — 
tion, 1346 Connecticut Ave., We 
Washington 6, D.C. 


HOSPITAL MANAGEMENT 4 










stops promptly! 


3 Absorbable Hemostatic 


OXYCEL (oxidized cellulose, Parke-Davis) produces prompt hemostasis 











in capillary and other small-vessel bleeding not controllable by con- 


ventional surgical methods. Applied directly from container,-OXYCEL 





~= readily conforms to all wound surfaces ...shortens operative procedures Z 


and helps to prevent postoperative hemorrhage. 


practical forms for every surgical neéd 


s+ 


Sterilized, gauze-type, 3” x 3”-8-ply pads, and 4” x 12” 8-ply pads 

Sterilized, cotton-type, 244" x 1” x 1” portions ; s 

Sterilized, 4-ply, gauze-type strips, 5" x %”; 18” x 2"; 36" x 
and 3 yd. x 2”, pleated in accordion fashion 


A 

ae 
Pi Sterilized, 1-ply, gauze-type dises, 5” and 7” diameters 
conveniently folded in radially fluted form 


tamers 


z Supplied in individual glass con 






5) 
sa, 





MICHIGAN 





PARKE, DAVIS & COMPANY + DETROIT 
Ny 





A definite price policy must be 
established between the radiologist 
and the administration. The price 
charge should correspond with the 
quality of service rendered. 

Advertising includes all activities 
which will attract attention to the 
x-ray department and tend to create 
a favorable impression of it. The 
best advertisement is good patient 
service, good public relations and 
honest dealings, while a pleasing 
personality is a priceless asset that 
creates good will and a friendly 
atmosphere. 


X-Ray Administration 





by Sister Emmanuel Marie Racie, S.F.P., R.T. 


Educational Director 
St. Francis Hospital School of X-Ray Technology 
Bronx, N.Y. 


: MANY OPPORTUNITIES ex- 
ist in the field of x-ray technology 
for the technician who aspires to 
advance herself but only those who 
are adequately prepared will be 
able to realize their ambitions. 
The prospective chief technician 
or administrator of an x-ray de- 
partment should have at least a 
thorough training in x-ray tech- 
nology, which can be best realized 
in a two-year A.M.A. Accredited 
School of X-ray Technology. In 
addition, working with numerous 
types of equipment, handling a va- 
riety of cases and seeing new 
types of examinations are valuable 
professional experiences. Besides 
these qualifications, a knowledge of 
business principles, recordkeeping 
and psychology are very helpful in 
managing an x-ray department. 
Careful planning and efficient su- 
pervision will be major considera- 
tions in the operation of a success- 
ful x-ray department. To maintain 
a high standard of working effi- 
ciency and prevent financial loss, 
the supervisor should be responsi- 
ble for the following activities: 
personnels’ working schedule; 
rendering of satisfactory services 
to patient and doctor; 
enforcement of moral, hygienic 
and sanitary rules; 
buying equipment and merchan- 
dise economically; 
keeping financial and 
records. 


service 


Opening a New X-Ray Department 


When planning to open a new 
x-ray department, careful atten- 


Taken from notes that | compiled from 
various lectures that | have attended— 
especially from my course in "The art of 
supervision" given by Cornell University 
Business Extension. 
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tion should be directed to the se- 
lection of location, interior layout, 
furnishings and decorations, equip- 
ment and supplies, and determina- 
tion of financial status. 

A desirable location is one that 
will be most convenient for “in” 
as well as “out” patients. Large 
windows are advantageous for ven- 
tilation and natural light source. 
The interior should be suited to the 
planning and construction of a re- 
ception space, dressing booths, work 
rooms, control booths, supply rooms, 
lavatories, record rooms, dark 
rooms, reading room and confer- 
ence room. The location of choice 
should provide for renovations and 
future additions and an adequate 
supply of heat, electricity, water 
and ventilation. 

In private practice, a lease is 
protection against any possible in- 
crease in rent. There should be a 
provision in the lease concerning 
alterations and painting of the x- 
ray department. Before signing a 
lease, it should be read carefully 
to avoid any misunderstanding. 

When the radiologist has chosen 
the location, the furnishing and dec- 
orations need to be _ considered. 
Furniture, fixtures and equipment 
should be chosen on the basis of 
cost, durability, utility and beauty. 
The purchase of standard and guar- 
anteed equipment is a worthwhile 
investment. Indirect or fluorescent 
lighting imparts a soft and restful 
atmosphere, besides permitting the 
technicians and clerks to do their 
work without eye strain. 

A department which is attractive 
and clean appeals to the doctor and 
patient. Outside of poor technical 
work, there is nothing more det- 
rimental to a department’s repu- 
tation than ill-kept dirty floors, 
messy dressing booths and rooms, 
and slovenly x-ray technicians. 


Appearance and Personality of the 
X-Ray Technician 


Technicians with neat appearance 
and pleasing personalities attract 
doctors and patients and _ inspire 
confidence in the services rendered. 
The technician who is clean in her 
personal habits reflects them in her 
work. A fresh uniform is an abso- 
lute necessity. Washing the hands 
before and after each patient em- 
phasizes cleanliness and shows con- 
sideration for the patient. 

A congenial personality makes 
working in a department pleasant 
for everyone concerned. A genuine 
smile and sincere tone of voice puts 
the patient at ease. The technician 
who possesses or cultivates certain 
personality traits will advance her- 
self and promote the best interest 
of the institution, radiologist and 
his patients. 

Attentiveness—the attentive tech- 
nician greets the doctor and the pa- 
tient and is prepared to _ serve 
promptly. 

Enthusiasm—the enthusiastic 
technician takes pride and joy in 
her work. 

Initiative—the technician with in- 
itiative knows what to do without 
being told. 

Courtesy—the courteous techni- 
cian is considerate of other people’s 
feelings. 

Cooperativeness—the cooperative 
technician tries to get along har- 
moniously with the doctors, the pa- 
tients, personnel and administ:a- 
tion. 

Self-Control—the technician who 
exercises self-control tries to main- 
tain a pleasant disposition in spite 
of trying circumstances. 

Tact—the tactful technician :l- 
lows the patient to feel that she is 
making her own decision, while 
guiding her in taking the proper 
position for examination or in tak- 
ing the prescribed medication. 


HOSPITAL MANAGEMENT 





JUL 


ALL GAUZE 44 x 36 mesh—ball shaped— 
available in SMALL, MEDIUM, LARGE, 100 
per bag—2,000 per carton. 


Created by MARCO LABORATORIES 

in collaboration with one of the 

country’s leading hospitals*, to eliminate 
costly in-hospital hand manufacture 

of a group of O.R. dressings : 
widely used in modern Knaisieanuceceoncnett 
surgical practice. ‘eg 


Thorough clinical testing, 
uniformity of size and rigid 


STICK SPONGE (x-ray detect- 
quality control, have resulted ible—not sterilized). For use with sponge stick 
in Mt. Sinai dressings being accepted or forceps in all types of surgery, and prepping 
as standard by hospitals everywhere, or cleansing of wounds. Soft tab of sponge con- 


including Armed Service and structed so stick or forcep can be clamped tightly 
Veterans installations. 


to prevent slipping—no bulk to damage hinge or 


For nearly a quarter century Marsales box lock of forcep. 


Company has worked directly with 


hospitals in the design, development and CATALOG AND PRICE LIST ON REQUEST 
manufacture of all types of surgical WRITE TO DEPT. HM-1 


dressings to set ever higher standards 
of performance and quality. 


mn A rs a : A S C 0 uy inc. “serving hospitals exclusively” 


DIVISION OF HERMITAGE COTTON MILLS 62 WORTH STREET » NEW YORK 13, N. Y. 














JULY, 1960 For more information, use yellow postcard inside back cover. 105 





The x-ray technician is engaged 
in the dedicated profession of ren- 
dering technical services to the best 
of her ability, before God and man. 
Favorable impressions are made 
when the technician knows her 
work and is able to express her 
convictions in a clear and vivid lan- 
guage. The key to the doctors’ and 
patients’ heart is good will and 
prompt, satisfactory service. 


Records 


Good business administration de- 
mands the keeping of efficient rec- 
erds which are correct, concise and 
complete. The time and effort ex- 
pended in keeping up-to-date rec- 
ords are more than compensated for 
by the better understanding and 
grasp of buying, selling and man- 
agement problems. 
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Records are of value for efficient 
operation of the department; indi- 
cation of income, expenses, profits 
and losses; medical legal aspects; 
teaching purposes (educational); 
and for the physician’s reference. 

The use of appointment records 
apportions the technician’s working 
time to suit the respective demands 
of special examinations. The ap- 
pointment book accurately reflects 
what is taking place in the depart- 
ment at a given time (emergencies 
excluded) and allows for advance 
preparation for each appointment, 
enabling prompt service when the 
patient arrives. Besides, waste is 
prevented and expense reduced by 
measuring out the right amount of 
supplies needed for a specific ex- 
amination. 

Service Cards with necessary in- 
formation — name, address, date of 
service, type of service rendered 
and results obtained should be 
placed on file. 

Stock Records are useful in tak- 
ing inventory of supplies purchased, 
the stock consumed and items to be 
ordered. In re-ordering it is unwise 
to buy a large stock of dated sup- 
plies unless it will be used before 
the expiration date. However, it is 
better to have a few extra boxes 
of film on hand rather than run out. 

Complete business records are 
needed to analyze the true condi- 
tion of the department, the purchase 
and service charges, and the extent 
of profit and loss. A simple, daily 
record will enable you to give an 
account of your stewardship at any 
hour of the day or night. Daily 
breakdown records render monthly 
and yearly records simple. 


Insurance 


Good business management 
teaches the wisdom of insurance as 
an investment and protection. The 
hospital administration or your ra- 
diologist has insurance of the fol- 
lowing types; liability, workmen’s 
compensation, fire, theft, burglary 
and property damage. Liability in- 
surance is important because the 
hospital may be unjustly sued by a 
patient. 


Ethics 


The ethical technican always 
gives the best possible service 0 
her patient keeping in mind hor 
moral obligations, the doctor’s re- 
quest and the patients welfare. in 
so doing she will build public con- 
fidence and retain a good es 
tion. 
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shopping aRound 
with Orpha Mohr 


Sterile and Nontoxic Products 


by George R. Gossett 


Purchasing Agent 
Johns Hopkins Hospital 
Baltimore, Maryland 


# WOULD YOU LIKE to be assured 
that the word sterile and nontoxic 
as it appears on a company’s pre- 
wrapped product is correct? Would 
you like a protocol on sterile and 
nontoxic products? We should all 
want to answer “yes” to these ques- 
tions. Up until eight months ago 
I didn’t think these things were 
necessary but as the old saying 
goes—experience is a great teacher. 


Sterility 


Our job as purchasing agents is 
to make sure that we are buying 
quality. Even though sterility has 
another meaning as far as the medi- 
cal profession is concerned, it still 
is part of quality when a product is 
stamped “sterile.” 

Why shouldn’t we question a ven- 
dor who is supplying sterile prod- 
ucts as to the sterility of the item? 
We question quality; we question 
delivery; we question packaging; 
so why not sterility, which is more 
important than even the quality. 
Vendors may be insulted by our 
lack of confidence in their company 
and their products but our job is 
protecting the patient. I do not 
mean to say that the sterility of a 
product should be tested each time 
you buy but I do believe that peri- 
odic checks should be taken. 

Prepackaging is moving ahead 
rapidly and apparently in many 
cases with lack of adequate con- 
trol, especially on prepackaged, 
presterilized products. We do not 
question the sterility of products 
coming out of a sterilizer in a large 
reputable manufacturer’s plant but 
We can and should question the 
sterility of the product when it is 
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ready to be used on or in a patient. 
It has been my experience that 
some of the so-called sterile prod- 
ucts are not sterile. What position 
does this put the purchasing agent 
in when he is expected to investi- 
gate products before purchase? Part 
of the quality is sterility and we 
must be able to stand behind any 
purchase we make. 

Most reputable companies will be 
happy to cooperate with you, as 
they are anxious to see that their 
product is fool-proof in every way. 
They know that we all can help 
them as they help us. The vendor 
may tell you that his company is 
insured for $100,000 in case you get 
into trouble with their product but 
is this enough reason to buy the 
product without testing? A com- 
pany may be insured but we should 
be alert to the possibility of an un- 
sterile product accidently entering 
our stock. 

Hospitals are spending hundreds 
of thousands of dollars to help con- 
trol and eliminate hospital-incurred 
infections. We have a big job to 
do along these lines but just as im- 
portant is the way we investigate 
outside supplies. It is our responsi- 
bility to see that products are safe 
for use-in hospitals. 


Toxicity 


Let’s ask ourselves another ques- 
tion about quality. Is all the plastic 
tubing that we buy nontoxic as 
stated by the manufacturer? We 
question the sterility first and then, 
in the case of plastic tubing, we 
should all question the toxicity. 
These questions are a necessary 
function in good purchasing. Many 
manufacturers are, without a doubt, 
trying to give us a sterile, nontoxic 
product but again why should we 
take this at face value when there 
is a possibility that the item may 
be toxic or nonsterile. Many man- 
ufacturers do their own testing but 


Are you sure that they are? 


I wonder if they all do it properly. 
Company representatives will tell 
you that their products were tested 
according to F.D.A. regulation. The 
Federal Drug Administration will 
readily admit that they do not have 
a large enough man-power force 
to investigate all the manufacturers 
of sterile and nontoxic plastic tubing 
to see if their regulation is being 
followed. They will investigate after 
a complaint but not necessarily be- 
fore a complaint. 

It is a known fact that most com- 
panies buy their plastic and plas- 
ticizer from prime manufacturers. 
Does the company know if their 
prime manufacturer has changed 
the formulation or does the prime 
manufacturer know how his prod- 
uct will be fabricated and for what 
use it will be put to after fabrica- 
tion? I doubt very much if they all 
do know. It is also a known fact 
that a plasticizer can break down 
after many months of lying on a 
shelf. When we buy these products 
do we know how long the jobber 
may have had the product on his 
shelves or do we know how long 
the product remained on our own 
hospital shelves before it was used 
in a patient? The answer is ob- 
viously “no.” 

I would like to requote from the 
brochure of a leading plastic prime 
manufacturer in the country as 
originally quoted by Pharmaseal 
Laboratories.’ “We grow increasing- 
ly concerned about the apparently 
indiscriminate use of plastics in 
general, and our materials specifi- 
cally, for all types of surgical work. 
We can only urge that if you con- 
template the manufacture of surgi- 
cal items from our plastics you in- 
sure, by adequate testing with ex- 
perimental animals, their safety 
in intended applications. While we 
carry out such tests as are needed 


*Pharmaseal—Why Medical-Grade Plastic 
Tubing Is Differert 


107 





to protect the ordinary users of our 
products, we do not perform the 
detailed long-time studies which 
should be made before these prod- 
ucts are employed for novel pur- 
poses, such as in medicine and sur- 
gery.” Indiscriminate use of plastic 
for medical uses imposes a severe 
responsibility on the hospital pur- 
chasing staff to insure that they are 
buying quality products which have 
been proven, by exhaustive testing, 
to be absolutely safe.” 

The foregoing quotation was by a 
prime manufacturer of plastics and 
plasticizer. He is the one who sells 
to the companies that fabricate the 
tubing. You can see from the quo- 
tation that the prime manufacturer 
is very concerned about this prob- 
lem. Many hospitals may not even 
know that a problem exists be- 
cause the vendor has told them not 
to worry about any of their prod- 
ucts. Therefore, why isn’t it im- 
portant for purchasing agents to 
question all these products? We 
should be more concerned, because 
of the nature of our work, than the 
prime manufacturer. 

What can be done about verify- 
ing the companies’ claims on steril- 


ity and toxicity? Research and test- 
ing is one answer. I am sure that 
more of us have sent out sheets 
and pillow cases for a specification 
test than have sent out sterile or 
nontoxic products for test. There 
is really no comparison between 
sheets meeting specifications and a 
sterile product meeting specifica- 
tions if the results of the test are 
positive. We can procure sheets and 
pillow cases from another vendor 
the next time or make the present 
vendor take back his sheets that 
did not meet specifications but what 
about the so-called sterile or non- 
toxic product? If it is not too late 
we can return these also but we 
will not find this out unless we test. 
The results could be much more 
damaging to our patient and our 
hospital. We must try before we 
buy and part of the trying should 
be outside laboratory testing. 
Testing is expensive and the 
small hospital may find the cost 
prohibitive. There are not many 
hospitals in the country that can 
adequately test for sterility because 
of the equipment and the controlled 
conditions necessary but any hos- 
pital having rabbits can test for 
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toxicity. If you are unable to do 
either of these tests within your 
hospital there is still another way 
to approach the problem. Collec- 
tively, the expense of having these 
tests done outside the hospital by 
a private laboratory would not be 
prohibitive. A Hospital Council in 
your area could be used as a fecal 
point with each hospital helping 
with the expenses. The Hospital Bu- 
reau might be considered for those 
hospitals that belong to that organ- 
ization. Somehow it could be done 
and should be done to protect our- 
selves, our hospital and most im- 
portant, the patient. 

A second way of verifying steril- 
ity and toxicity is to ask companies 
for protocols to see how these 
products are tested. But a final 
periodic test should come from our 
supplies within the hospital. We 
have a research and test commit- 
tee here at the hospital, of which 
I am chairman. Periodically, sam- 
ples are sent to a private outside 
laboratory for sterility testing and 
toxicity testing. We hope, of course, 
that we never find a nonsterile or 
toxic product but the possibility is 
always there. We all tend to be- 
come complacent in our attitudes 
and far too trusting of casual state- 
ments made during a sales inter- 
view. It is time to tighten the reins 
and find out if these statements 
are true. Talk to your vendors; 
make them aware of your doubts. 
The results should be most satisfy- 
ing. But, by all means, let’s test 
for ourselves just to prove we are 
right in our decision to buy a par- 
ticular product. The U.S. Govern- 
ment frequently asks vendors. of 
sterile and nontoxic products, for 
a protocol as proof of sterility or 
toxicity. Of course, the government 
also runs their own toxicity and 
sterility test, even after a protocol 
has been received. 

For those of you who read Con- 
sumers Reports it should be quite 
obvious that private independent 
testing has proved that many claims 
made by leading manufacturers are 
not always correct. Testing should 
be a joint effort by manufactuvers 
and hospitals alike. . 


Asked how she liked her 1ew 
boss, a young secretary remarked, 
“Oh, he’s not so bad. Only he’s kind 
of bigoted.” 

“How do you mean?” 

“Well,” explained the girl, “he 
thinks words can only be spelled 
one way.” 


HOSPITAL MANAGEMENT 





Continued from page 7 


tion. It usually lasts for approxi- 
mately two months. The program is 
handled on an appointment basis, 
one person is scheduled every five 
minutes from 3:30 to 5:00 o'clock, 
three days each week. The clerk at 
the outpatient desk makes the ap- 
pointments and when the individual 
reports, collects a 50¢ registration 
fee. This is the only charge of the 
examination. The next phase of the 
examination is handled by volun- 
teers from the hospital auxiliary. 
The individual is given a weight 
check, the blood pressure is taken, 
an eye test is conducted which is 
the conventional type using a letter 
chart and an eye coordination test 
using a Harrington Vision Field 
Screen. The person being examined 
then receives a 70 mm x-ray of the 
chest and the laboratory does an 
urinalysis and hemoglobin. If addi- 
tional laboratory work is indicated, 
this is done also. 

Individuals with test results indi- 
eating some abnormality are re- 
ferred to physicians of their own 
choice for diagnostic study and any 
treatment needed. The test results 
go to these physicians only. They 
are not made available to the indi- 
viduals screened or to any other 
party. Each person must absolutely 
give the name of his family physi- 
cian or the M. D. to whom he wishes 
a report sent. 

After the examination is com- 
plete and the results of the labora- 
tory and x-ray work are recorded, 
the record is reviewed by Dr. 
Armstrong and recommendations or 
comments on the patients health are 
noted and the record is sent to the 
M. D. designated. Follow up ex- 
aminations or treatments are left to 
the doctor so designated by the in- 
dividual. 

Multiple screening is now achiev- 
ing understanding and acceptance, 
both public and professional. It 
develops and strengthens the pa- 
tient-physician relationship and 
many persons who would not other- 
wise do so select a personal physi- 
cian as a direct result of multiple 
screening. It appears at the present 
time to be the only economically 
feasible approach on a mass scale to 
the early detection of chronic dis- 
ease. Multiple screening also pro- 
vides an excellent opportunity for 
health education. During the prep- 
aration and the testing of a group, 
information may be disseminated 
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concerning many diseases and 
health practices. 

The greatest disadvantage of the 
multiple screening program is that 
it may give patients a false sense of 
security unless precautions are 
taken. For individuals with normal 
tests results, it is possible to surmise 
that some may have other diseases 
which they will neglect. They will 
fail to have an adequate diagnostic 
study by their physician solely be- 


Student positions food handler for 
70 mm. chest x-ray. 


cause the screening has made them 
think they have a clean bill of 
health. 

On ‘a national basis, actual tests 
conducted with groups of presum- 
ably healthy workers indicated that 
between two and two and one half 
percent of those tested will be found 
to have clinicaliy significant and 
previously unrecognized disease. In 
addition, there will be a still larger 
proportion having slight abnormal- 
ities which could probably be cor- 
rected. 

The Berea Program was initiated 
in 1950 and has grown each year 
since its beginning. It is usually be- 
gun each year in late January or 
early February. In 1959, 637 persons 
were examined. 

This is a program that can be 
conducted by any community hos- 
pital and not only gives the com- 
munity a worthwhile service but 
serves to evaluate public attitudes, 
identifies the hospital with the pub- 
lic interest and executes a program 
of action to earn public understand- 
ing and acceptance. It returns to the 


hospital many times the expended 
effort and cost in good public rela- 
tions. 


REFERENCES 


Editorial. American Journal of Public 
Health. pp 324-325 (March) 1950. 

Breslow, Lester, M. D.: Periodic health ex- 
aminations and multiple screening. The 
American Journal of Public Health 49:9: 
1148-1156 (Sept.) 1959. 

Editorial. Journal of the Indiana State 
Medical Association. pp 865-866 (Sept.) 
1950. 

Mountin, Jos. W., M. D.: Multiple screen- 
ing and specialized programs. Public Health 
Reports. pp 1359-1368 (October 20) 1950. 


Color ‘‘Movies’’ of Stomach 
Now Possible on High- 
Speed Film 


® A COMBINATION of a high-speed 
color film and glass fiber optics has 
led to the first color motion pic- 
tures of the inside of the living 
stomach, it was reported recently at 
a meeting of the New York Acad- 
emy of Gastroenterology at the 
Academy of Medicine in New York. 

The technique was developed by 
Henry Colcher, M. D. and George 
M. Katz of the Columbia University 
Research Service Goldwater Me- 
morial Hospital and the Columbia- 
Presbyterian Medical Center. It 
uses an 8mm motion picture cam- 
era mounted on the eyepiece of a 
gastroscope, an optical instrument 
for viewing the inside of the 
stomach. 

A bundle of light-transmitting 
glass fibers, attached to the tube of 
the gastroscope, carries light into 
the stomach, providing enough il- 
lumination for motion pictures. 

A sensitive color motion picture 
film was required to make satisfac- 
tory “movies” under the relatively 
low level of illumination. Special 
rolls of 8mm Ektachrome ER were 
supplied by the special sensitized 
products sales department of the 
Eastman Kodak Company in co-op- 
eration with the medical technical 
service center. 

Mr. Katz and Dr. Colcher experi- 
mented with many methods of light 
transmission, using a _ simulated 
stomach, before arriving at their 
present method. Research is still 
going on concerning ways to picture 
“blind” areas of the stomach, but 
color motion pictures, useful in di- 
agnosis and teaching, have already 
been obtained at 8 frames per sec- 
ond with the new technique. 8 
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Mrs. Orpha Daly Mohr 


Secretary-treasurer 


National Association of Hospital Purchasing Agents 


Chicago Wesley Memorial Hospital 
250 East Superior Street 
Chicago 11, Illinois 


Kstablishing Relationships 


to Facilitate the Purchasing Functions 


by S. Earl Thompson 


Head, Department of Hotel & Institution Administration 


The Pennsylvania State University 
University Park, Pennsylvania 


The director of purchases in a 
hospital is essentially in a staff posi- 
tion — the counterpart of the supply 
officer in the military service. He 
coordinates and directs the acquisi- 
tion of those items needed to imple- 
ment the work of all other depart- 
ments, but rarely puts to use the 
items purchased. He must observe 
the general policies of the hospital 
he serves, as well as good business 
practice generally. At the same time 
he must correctly interpret and im- 
plement the needs and desires of 
other department heads so that they 
and their workers have the best 
available equipment and _ supplies 
within the resources, at the disposal 
of the hospital. In doing so, he fre- 
quently must enlist the aid of others 
within his department to whom he 
delegates a part of the work he 
must do. Through his contact with 
vendors he may learn of new equip- 
ment and supplies before others on 
the staff become aware of them. 
Ideally he not only buys to spec- 
ification, but advises using depart- 


— 


Presented at the Ohio Hospital Associa- 
tion, annual convention, Columbus, Ohio. 
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ments concerning the items which 
are available and the best way to 
order them. 

These duties create relationships 
which can be very difficult to main- 
tain in a fashion which will contrib- 
ute to the efficiency of the hospital, 
the effectiveness of its staff and the 
best care of its patients. The direc- 
tor of purchases acts almost uni- 
versally in an advisory capacity 
when helping to determine the items 
to be purchased. He acts in an ad- 
ministrative capacity when he de- 
termines how they are to be pur- 
chased. It is easy for him to forget to 
change roles when he changes func- 
tions — to wear his administrative 
hat when serving in an advisory ca- 
pacity. 

A successful director of purchases 
is a good businessman, a well-in- 
formed generalist in the selection of 
all types of supplies and equipment 
used in a hospital, an effective su- 
pervisor in his own department, and 
possibly above all else a diplomat. 
Any one of these characteristics is 
difficult to acquire, the combination 
is a challenge which will require the 
best efforts of the most able indi- 
viduals. 


There are certain personal char- 
acteristics which I believe make 
large contributions to success in any 
profession — purchasing is no ex- 
ception. These include: Cheerful- 
ness — a reflection of optimism; Re- 
spect for every individual reflected 
in courtesy and good manners; Sin- 
cerity; Reliability; Humility; Cour- 
age; Balance; Adaptibility; Charity. 

Every man’s success is determined 
in no small measure by the degree 
to which he is accepted by other 
people. If you want your associates, 
your family, your golf partners, to 
accept you, ask yourself this ques- 
tion, “Am I the sort of person others 
can like?” Then take a long hard 
look at yourself before you answer. 
If you find yourself lacking in some 
of these characteristics, make a sus- 
tained conscious effort to correct the 
situation — you can if you want to 
do so badly enough. 

After trying to analyze and un- 
derstand himself and his actions the 
director of purchases would do well 
to try to understand other people — 
particularily the needs of others. 
Man is a complex and highly indi- 
vidualistic creature but there are 
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certain threads of sameness which 
run through the lives of most of us. 

Professor A. H. Maslow of Bran- 
deis University classifies the needs 
of mankind into five categories 
which he arranges in a scale some- 
what as follows: 


Physical 


Survival Security 


Professor Maslow’s theory is that 
we do not worry much about se- 
curity when survival is threatened 
and our need for belonging and love 
is not paramount until survival and 
security needs are met. We tend to 
react favorably to those who help 
us meet our needs and to oppose 
those who threaten our ability to 
satisfy them. The director of pur- 
chases who endangers the esteem 
or self-realization of a fellow de- 
partment head may be sure that he 
will get a unfavorable reaction. If 
the security of the department head 
is threatened the reaction will be- 
come violent. 

Too often we work without ob- 
jectives or we fail to define our 
problems in terms of our goals. We 
are many things to many people. 
Our roles may be quite different in 
the various situations in which we 
appear. Let me illustrate by out- 
lining the objectives of the director 
of purchasing in his relationships 
with: 

I. The Administrator 

a) To supplement the ad- 
ministrator’s knowledge and 
skill. 

b) To assist the administra- 
tor in reaching wise decisions 
by — Letting him know when 
danger is imminent; — Pre- 
senting an analysis of feasible 
solutions and a recommended 
action with every problem. 

c) Stating your beliefs as 
forcibly as possible but getting 
on the team as soon as a deci- 
sion is reached whether it is 
yours or not. 

d) Implementing his objec- 
tives and, if necessary, helping 
him to define them. 

The administrator must accept 
responsibility for the work of the 
director of purchasing. He is, there- 
fore, entitled to know what is going 
on and why. 

II. Other Department Heads 

a) To help them achieve the 
objectives of the hospital and 
the department for which they 
are responsible. 


Belongingness 
and 
Love 


b) To make them more ef- 
ficient and capable. 

c) To tactfully help them to 
avoid mistakes and to find a 
better product or a better tech- 
nique. 

The director of purchasing cannot 


Human and Social 


Self- 
Realization 





Esteem 


assume the responsibility of the de- 
partment head and therefore, can- 
not expect to make decisions for 
him. 
Ill. Employees in the Pur- 
chasing Department 

a) To provide leadership. 

b) To accurately define du- 
ties, responsibilties, authority, 
and acceptable standards of 
performance. 

c) To constructively evalu- 
ate the work of each individual 
at least yearly and to discuss 
this matter with each em- 
ployee. 

d) To help each individual 
to grow. The greatest security 
any employee can have is the 
knowledge that he can do a 
job well. 

This is a formidable outline of ob- 
jectives. It is little wonder that the 
purchasing agent feels that his job 
is complex and demanding. Despite 
his best efforts there will be some 
of his associates who mistrust, dis- 
like, or misunderstand him. There is 
no sure way to overcome these 
problems but here are a few sug- 
gestions which may help: 

1. If you believe the attitude and 
the conduct of an individual to be 
peculiar or objectionable examine 
yourself, your feelings and conduct 
first — “Physician heal thyself.” 

2. Consider the needs of the indi- 
vidual involved and try to help him 
satisfy them. If it is impossible to do 
so on all counts try to emphasize the 
areas where such contributions can 
be made. 

3. Develop personal characteris- 
tics, such as those listed, which will 
give you maximum acceptibility. 

4, Employ devices which will help 
to reduce friction. 

a) Ask the individual for ad- 
vice. 

b) Try to see and talk to the 
person in situations where no 
problems exist. 

c) Find something which you 
can share with the individual 
— fishing, bowling, singing, 
eating, a friend, an enemy. 


5. Learn to ask questions and wait 
for the answers. Get his side of the 
story before he gets yours. 

6. Talk in the other fellows’ lan- 
guage. 

7. Try to win on points — not by 
a knockout. Always leave a way for 
the other fellow to agree without 
losing face. 

8. No one ever changes the mind 
of another. You can only hope that 
your reasoning is so well accepted 
that he will change his own mind. 

Directors of purchasing learned 
long ago how to write a specification, 
how to secure quotations, how to 
determine a fair price. Why not use 
the same effort, intelligence, and 
analytical ability which makes you 
outstanding in the purchasing func- 
tion to improve your relationships 
with other people on the job? This 
is where your real problems lie and 
it is here that 95 percent of your 
failures occur. x 


NAHPA Calendar Events 
September 


1-2.. National Association of Hos- 
pital Purchasing Agents will 
hold their annual meeting in 
San Francisco, California. 
More details about this meet- 
ing will be available to our 
members soon. 


Association 


News 


Milwaukee Area Report 


= The last meeting of the associa- 
tion was held at Columbia Hospital 
on March 31, 1960. We had a good 
meeting and a tour of the stock 
rooms. “Thanks for rolling out the 
welcome mat, Peter’. 

To those of you who were not at 
the last meeting, you may wish to 
know that your old officers were 
unanimously re-elected for another 
year. Although this is contrary to 
our constitution, it was felt that 
last year was an organizational year, 
and it was wiser not to shift cargo 
just as we were getting things sta- 
bilized. 

I, as your secretary, have enjoyed 
serving you and wish to thank all of 
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you for the ‘helping hand’ which I 
often needed. I know that your 
President too has enjoyed his work 
and association with all of you. We 
thank you! 

Sister Mary Virginia, of St. 
Catherine’s Hospital in Kenosha, 
felt that we could swell our ranks 
by inviting our food and drug buy- 
ers to join our group. At our next 
meeting, how about each member 
bringing a new person with them. 

The National Association has 
asked me to send out the bills for 
the dues to our members. You will 
receive yours very soon. 

Calendar of Meetings: 

April: There was no regular 
meeting of the group locally. We 
attended the Purchasing Work Shop 
at the Tri-State Convention at the 
Palmer House in Chicago on May 
2, 3, and 4. Two of our members 
were on the panel. Wes Budziszew- 
ski of Milwaukee County, and Joe 
Labinski of St. Francis Hospital. 

May: No regular meeting was 
scheduled. As the National Catholic 
Hospital Convention was held at the 
Milwaukee Auditorium on May 30, 
31, June 1 and 2. They were kind 
enough to invite us to their pur- 
chasing meetings. These are really 
worthwhile and the speakers are al- 
ways top men. 

June: No regular meeting sched- 
wed. Plans are afoot for a field trip. 
Details are still in the planning 
stage, but we hope to work in a ball 
game. Mr. Budziszewski says it’s 
time for his annual beer bath—so 
we'll try to accommodate him. Re- 
member the Cubs game at Wrigley 
field last year? 

July-August: Vacations. Of 
course if you can think of some- 
thing worth while to do or see, let 
us know. We’ll work on it. 

September: Tentatively planned 
for County Hospital with Lydia 
Stetz, our hostess. The topic will 
be ‘Food Purchasing’. We are hop- 
ing that this is the time that Coun- 
ty is testing and selecting their 
foeds. This should prove very in- 
teresting. 

September 1 and 2 will bring the 
National Association of Hospital 
Purchasing Agents’ annual meeting 
in San Francisco. a 


Purchasing Agents Tour Weck 
Plant 


" RECENTLY 20 members of the 
Northern New Jersey Hospital Pur- 
thasing Agents Association toured 
the plant of Edward Weck & Com- 
pany in Brooklyn. 
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Mr. Robert Lake, vice president 
of Weck’s Hospital Division, ex- 
plained that this was one of a series 
of tours designed to show hospital 
personnel the many processes in- 
volved in the making of surgical in- 
struments. The group was especially 
interested in the quality controls 
employed by Weck and in the con- 
stant attention paid to even the 
smallest detail of production. 

After the plant tour, Mr. Lake 
was host at a luncheon held in the 
Hotel St. George. a 


Library Committee 


Chairman: Florence K. Theiler, 
Administrative Assistant 
Cottage Hospital of 
Grosse Pointe 
159 Kercheval Avenue 
Grosse Pointe Farms 36, Michigan 


Leslie A. Adams 

Purchasing Agent 

St. Francis Hospital 

530-616 N. Glen Oak Avenue 
Peoria, Illinois 


C. Lindley Jackson 
Hospital Administrator 
Hawthornden State Hospital 
Macedonia, Ohio 


Leo J. Kodeski 

Purchasing Agent 

The Niagara Falls Memorial Hospital 
Niagara Falls, New York 


Mrs. Virginia Q. Pierce 

Purchasing Agent 

The Children’s Hospital 
Research Foundation 

Elland Avenue and Bethesda 

Cincinnati 29, Ohio 


Gabriel A. Stoll 

Director of Purchasing 

The Sisters of the Third Order 
of St. Francis 

700 N. E. Glen Oak Avenue 

Peoria, Illinois 


William J. Viers 
Purchasing Agent 

Caldwell Memorial Hospital 
Caldwell, Idaho 


Mrs. Agnes Tuetken 
Purchasing Agent 
St. Joseph Hospital 
905 East Fifth Street 
Alton, Illinois 


National Directors of the NAHPA 


Mrs. Beulah Evans 


= Mrs Evans is married. She and 
her husband have one son and three 
grandsons. 

She attended Evansville College, 
Evansville, Indiana — Business Ad- 
ministration. Has taken an extension 
course at Indiana University on 
Purchasing. 

Set up and administered first Per- 
sonnel Department at Protestant 
Deaconess Hospital in Evansville for 
11% years. 

She is presently purchasing agent 
of Protestant Deaconess Hospital, a 
post she has held for 14 years. 

Her experience includes: Buyer 
and priorities chief of Republic Avi- 
ation Modification Center during 
World War II; First Aid Instructor 
for the Red Cross for 19 years; Cen- 
tral purchasing chairman for the 
Red Cross Disaster Committee and 
assistant purchasing agent for City 
of Evansville. 

Memberships in many local or- 
ganizations of which she has been 
president. 


Mrs. Everline Hails 


® our National Director from In- 
diana Mrs. Hails is married. She 
and her husband have five children 
and 12 grandchildren. 

She has been with St. Vincent 
Hospital for 13 years; 8 years in the 
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Business Office and 5 years as pur- 
chasing agent. 

Mrs. Hails is a member of the 
Alumnae Association Manhattan- 
ville College of The Sacred Heart; 
member of the administrative com- 
mittee of St. Vincent Hospital, Bir- 
mingham, Alabama; Supervisory 
Advisory Board of the hospital; 
Chairman of Supervisory Commit- 
tee of the hospital Federal Credit 
Union. 

She is currently enrolled in a 
Iospital Sponsored Course at the 
University of Alabama’s Leadership 
Development—Human _ Relations— 
Group Work. « 


Alice Bohrer 


® our National Director from Bis- 
marck, North Dakota is Alice Bohr- 
er. 

Miss Bohrer is a graduate of St. 
John’s College, Winfield, Kansas. 

For 34% years she was bookkeeper 
for a 50-bed government owned 
hospital at Riverdale, North Dakota. 

She is presently purchasing agent 
at St. Alexius Hospital in Bismarck. 
She has had this position for seven 
years. 

Memberships include National 
Association of Hospital Purchasing 
Agents; American Hospital Associ- 
ation; and “The Purchase Exchange” 
sponsored by the Catholic Hospital 
Association. * 


® MR. ALDEN is our National Direc- 
tor from Binghamton, New York. 
He is purchasing agent at Bingham- 
ton City Hospital. 

He originally came to the hospital 
in 1949 to work as a motor repair- 
man and electrician, which gave him 
a very good insight on all types of 
hospital equipment. As Mr. Alden 
put it, “there are very few pieces 
of the hospital’s equipment that at 
one time or another he hasn’t had 
apart for repair.” And he feels that 
this experience has been most help- 
ful in his hospital purchasing. 
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In October of 1954, he left the 
Maintenance Department to take 
over the Hospital Stores. Altho his 
experience was limited, he did a lot 
of home study, read all of the avail- 
able information on purchasing in 
hospital journals and has attended 
all of the institutes on hospital pur- 
chasing that it was possible to at- 
tend. 

In 1956 he took over the hospital 
Print Shop, in which they print all 
of their own forms. 

To date he is in charge of Pur- 
chasing, Stores and Print Shop. = 


Stella Jansen 

™ STELLA JANSEN our National Di- 
rector, is with the Children’s Hos- 
pital in Winnipeg, Manitoba. She has 
been employed at the hospital for 
over 20 years and has been doing the 
purchasing for the past 15 years, 

In spite of the many problems a 
purchasing agent encounters Miss 
Jansen enjoys her work immensely 
and is very keen on learning more 


about her chosen field. 


Tri-State Hospital Assembly-Purchasing Workshop 
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L to r: Some of the Hospital Workshop speakers — Al Mannino; 
Mrs. Orpha Daly Mohr, chairman; Wesley J. Bubziszewski; and Rex Gregor. 


Another point for consideration. 


And here we have the necessary 
departments for “Better Patient 
Care.” 
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| Children Like Aircraft Belts 


® WHAT HAPPENS to the seat belts removed from com- 
mercial aircraft when they become soiled and frayed 
from long use: 

In the case of more than 250 seat belts discarded by 
United Air Lines, they have found their way into nine 
children’s hospitals from Lexington, Ky., to Spokane, 
Wash. Hospital officials report the belts are excellent 
safety devices for keeping small children from tumbling 
ou‘ of wheel chairs, beds and orthopedic carts. 

‘“he man behind the seat belt idea is Henry W. (Ding) 
Thomas, chief of aircraft maintenance for United Air 
Lines at Salt Lake City, Utah. Thomas, an active mem- 
be of the El Kalah Shrine Temple in Salt Lake, intro- 
du -ed the use of seat belts two years ago at Salt Lake’s 
In ermountain Unit of the Shriners’ Hospitals for Crip- 
pled Children where he frequently does volunteer 
werk. 

Use of the belts soon spread to the children’s wards 
at -wo other Salt Lake hospitals—The Latter Day Saints 
Childrens Hospital and Salt Lake General Hospital. 

‘We have found the seat belts safe and efficient and 
the children enjoy using them,” reports Mrs. Maudie L. 
Hcrne, assistant administrator at the Salt Lake Shriners’ 
Hcspital. “Before the seat belts we tried plain webbing, 
straps of various kinds, sheets and even diapers.” 

Mrs. Horne began using the United seat belts at 
Shrine hospital units in Lexington, Ky., and Minneapo- 
lis, Minn. Later they spread to Shrine units at Portland, 
Ore., Spokane, Wash., and San Francisco and Los An- 
geles, Calif. a 


® EXCHANGING a streamlined wheel chair for an anti- 
quated chair is D. F. Adams (right) vice president sales, 
The Colson Corporation. Signaling his approval of the 
transaction is Fred A. Hertwig, Warden of Chicago’s 
Cook County Hospital. 

The modern wheel chair, presented to Cook County 
Hospital in honor of Colson’s diamond jubilee, capped 
an area-wide search to find the oldest hospital equip- 
n.ont of its manufacture. The wheel chair found at Cook 
County Hospital is estimated to be about 60 years old. = 
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ONE 
STANDS 
OUT! 


NEW, 
IMPROVED 
LEGSURE 
FINEST 
FLOOR 
POLISH 


You can 


A product is known by the 
company it keeps. And, 
Mister, LEGSURE has been 
going steady with some of 
the best known companies 
in America. 

Slip-resistant, scuff- 
resistant LEGSURE gives 
you a shine you can almost 
shave by without buffing. 
Dirt and water repellent. 
Spreads evenly, dries 
quickly with never any 
tacking. 


SEND FOR YORK 

RESEARCH REPORT 

LEGSURE applies easily, 
functions perfectly with 
only routine maintenance 
and saves you money in labor and materials. One look at 
the “Excellents” LeGsure piled up under punishing Lab- 
oratory tests tells you why it’s the only resin-type Polish 
to earn the famous York Seal . . . . Why it is the Polish 
specified by leading hospitals, institutions and industrial 
buildings for their resilient floors. 


Test LEGsURE against the Polish you are now using. 
Choose one floor or section on which to apply LEGsURE. 


Results will speak for themselves. For a 
Free copy of the York report, just clip the 
coupon or write today. 


i WaaeteZ 
Walter G. LEGGE Company, Inc. 


Dept. L-7, 101 Park Ave., New York 17,.N. Y. 
Branch offices in principal cities. 
In Toronto—J. W. Turner Co. 


Send me a copy of the York Report and full information on Legsure, 


Name. 





Title 





Hospital 
Address 








City. t __. Zone. State. 
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For more information, use yellow postcard inside back cover, 115 











PROOUCT NEWS & LITERatURE 


701 — Automatic Nitrogen 
Analyzer 


® THIS INSTRUMENT achieves all the 
accuracy inherent in the micro- 
Dumas process, and it eliminates 
individual analytical technique as 
a factor in the analysis. Within its 
12 to 15 minute cycle, it performs 
complete determination of nitro- 
gen content. Measures nitrogen in 
an almost unlimited variety of ma- 
terials. Only one operator is neces- 
sary for continuous determinations. 
Nitrogen is gathered in a new type 
of nitrometer, and nitrogen volume 
is read directly in cc’s from a digital 
counter. Only 18 inches of lab bench 
is required for instrument. Priced 
at $2,495.00 complete. Application 
information and product literature 
are available. (Coleman Instru- 
ments, Inc.) 


702 — Nurse's Pocket Caddy 











® A SPECIAL HOLDER for pen, pencil, 
bandage scissors, safety pins and 
coins. Protects uniforms from ink 
stains and wear from scissors. Made 
of snow white vinyl, measures 4 
by 6 inches. Price $1.00. (The Art 
Neth Company) 


703 — Illuminator for X-Ray 
Viewing 


® THIS unit features a Fiberglas 
construction that’s as light as a 
feather, yet sturdy, and entirely 
non-corrosive, including the hard- 
ware. Stands on a desk top or may 
be wall-mounted with clips pro- 
vided for that purpose. The 14” by 
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17” Plexiglas U.L. approved view- 
ing area has a built-in aluminum 
reflector, designed to provide uni- 
form diffusion of light. Illuminator 
is finished in ivory white and fur- 
nished with a G.E. circline lamp, 
toggle switch and a 6-foot cord 
with plug. It incorporates the ex- 
clusive “Magic Grip” film retainer 
which holds film by tension without 
springs, clips or other devices. List 
price is $32.00. (Wolf X-Ray Prod- 
ucts, Inc.) 


704 — Study and Demonstration 
Aid 


= a pLastic life-size human skull, 
in natural bone color and anatomi- 
cally accurate. An excellent tool for 
doctors and dentists in counseling 
patients. The skull is manufactured 
in kit form or fully assembled. A 
spring-action lower jaw accurately 
simulates life-like movement, and 
the cap of the skull is removable 
for demonstration and study of its 
interior. A unique multi-dimen- 
sional brain model has been de- 
veloped as a separate unit to fit 
into the cranial cavity. The skull 





comes complete with display stand 
and anatomy chart. (Super Plas- 
tics, Inc.) 


705 — Stor-A-Way Files 


™ THE UNIT consists of an all steel 
shelf unit and 8 heavy duty dust- 
proof file cases. Unit holds as much 
material as a full-sized four draw- 
er file cabinet and takes up less 
than 3 square feet of floor space, 
Each of the 8 file cases measures 
10” high, 12” wide and 15” deep 
and will accommodate either stand- 
ard or legal size files. A contents 
label is printed on the front and 
back of each file case for identi- 
fication. Two complete extra sets 
of adhesive labels are included with 
each unit. Unit comes complete 
with 4 shelves, rounded posts, sway 
braces, plastic floor guards, nuts 
and bolts. (S. A. Hirsh Mfg. Co.) 


706 — Key Systems 
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® SYSTEM consists of pliable syn- 
thetic caps in 10 colors that fit every 
type of lever and cylinder lock 
keys. Colorcaps, equipped with re- 
movable labels, are housed in spe- 
cially-built cabinets that include 
hooks adaptable to keys of every 
size. Adjustable key hooks with in- 
dex frames are clipped into position 
at the required distance apart. Each 
hook will take two keys. Cabinet 
is equipped with a visible key index 
consisting of strips supplied in 
perforated sheets for ease of typing 
and installation. Also included are 
“key location” cards that are hung 
on hooks from which key has been 
taken; cards act as “receipts.” 
(Saxton Barrett Co.) 


707 — Adjustable Instrument Table 


® ALL STAINLESS STEEL table with 
tray easily removable for autoclav- 
ing. Tray can be adjusted in heivht 
from 39%4” to 6334” and automaiti- 
cally locks at desired height. Flat, 
double-prong base slides easily u»- 
der all major operating tables with 
its 4%” maximum clearance. Sleeve 
type post design eliminates chance 
of hidden contaminated surfaces be- 
ing exposed when in raised position 
next to operating table. To lower 
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tray, merely depress foot lever at 
base and lower to desired level 
with one hand. (American Hospital 
Supply Corp.) 


708 — Double Plastic Suture Pack 


# A NEW METHOD of packaging 
surgical sutures in double plastic 
envelopes for easier handling and 
paticnt safety. Package is made of 
a transparent laminated plastic film. 
Suture strand is coiled and wrapped 
in an identifying label and sealed 
in a small plastic envelope. This, in 
turn, is sealed within a _ larger 
transparent wrapper. A technique 
developed by the company enables 
the suture and inner envelope to be 
sterilized by gas under pressure. 
(American Cyanamid Company) 


709 — Disposable Embalmer's 
Sheet 


§ THIS OPAQUE, white waterproof 
sheet has a linen like finish. Soft 
and nonrattling, it is as pliant as 
muslin plus being impervious to 
fluids. Sheet is individually folded 
for convenient storage and ready 
use. It is noncrackling. Other uses 
include mattress protectors, on op- 
erating tables and wherever leak- 
ing through occurs. Samples and 
prices available. (Busse Plastics 
Company) 


710 — Needle Pack 


® EACH NEEDLE is __ individually 
housed in a separate sterile cham- 
ber—just snap cap to expose hub 
and insert any type syringe. With 
specially designed chamber lip, 
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each needle is guaranteed sterile, 
non-pyrogenic while being with- 
drawn from package. No matter 
how many chambers are emptied, 
unused needles remain sterile. 
Chambers are shaped to support 
cannulae; points will not touch 
sides. Color-coded according to 
gauge for fast identification. Special 
precision sharpening technique 
sharpens stainless steel cannula to 
an ultra-sharp point. Packed 20 
needles per package. (American 
Hospital Supply Corp.) 


711 — Stampak 


™ A NEATLY stacked stamping sys- 
tem with the ink pads inside. The 
basic unit—desk-stand, date stamp 
and one-line title, costs $3.60 com- 
plete. To this you can add as many 


as 7 additional sections and up to 
6 lines of copy on each section. 
Stamps are made to your order. You 
can use any or all of 5 different ink 
colors within the same Stampak 
unit for color coding. One unit gives 
you any number of stamps inked, 
ready to use, and indexed at your 
fingertips, each with a choice of 5 
ink colors. (Stampak Sales Co.) 


712 — Disposable Oxygen Tent 


= A NEW, low cost tent, to be used 
once and discarded. The “one time” 
tent was designed to eliminate the 
disagreeable, time consuming job of 
sterilizing oxygen tents. Made of 
heavy duty polyethylene, the tent 
fits all standard Mist O. Gen oxygen 
tent frames. The most important 
benefit, according to the company, 
is the reduction of staph infection 
carry over and transferral due to 
the immediate disposal of the unit 
after use. (Mist O: Gen Equipment 
Co.) 


713 — Telescopic Window Washer 


® THE NEW WASHER allows an op- 


erator to wash windows at heights 
up to 66 feet while the operator re- 
mains on the ground. The telescopic 
handles can be reduced and sep- 
arated into sections so that the same 
model can be used to wash base- 
ment, first, second and third floor 
windows as well. The manufacturer 
states that special wide flaring 
brushes have been developed so 
that the corners and trim of the 
windows can be cleaned as well as 
the window panes. (Tucker Manu- 
facturing Company) 


714 — Light for Electrical Failure 


® A NEW LIicHT which turns on 
automatically when electric power 
fails. Helps prevent accidents, panic 








or pilfering during this emergency 
period. It has an automatic switch 
that cuts on immediately when the 
electricity goes off. The safety 
light looks like a small portable 
radio. Made of shatter-proof 
styrene. Is compact and measures 
only 644” by 8”. Can be hung on 
a wall or rested on a table. Plugs 
into any wall fixture or electrical 
outlet. Retails for $19.95. (Astro- 
nautics Engineering Corp.) 
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715 — Vertical Rails 








® THIS RAIL is fabricated in stain- 
less steel and is permanently at- 
tached to the litter top by a series 
of steel hangers incorporating fric- 
tionless nylatron bushing. Nylatron 
offers a greater rigidity to the rail, 
as well as, providing a quietness of 
operation. Two height adjustments 
are provided operated by a con- 
cealed spring release. Maximum ac- 
cessibility is offered both to the 
head and foot of the patient. The 
dimensions and_ specifications of 
the vertical rails are: length 58”, 
height 143%4”, 18 gauge SS tubing. 
Factory installation only. (Hausted 
Div. of Simmons Company) 


716 — Electric Typewriter Eraser 


® THE ERASER, employing a flexible 
shaft mounted with a pencil slim 
erasing unit permits erasure of the 
smallest letter without the aid of 
a typing shield. The rubber erasers 
are 3%” long and are supplied in 
three different grades including 
those suitable for use on tracings 
or drawings in pencil, ink or ball- 
point pen, as well as masters, nega- 
tives or plates for various types of 
reproduction equipment. Supplied 
with unit are two types of shaft 
mounted brushes which can be in- 
serted into the pencil unit for a 
neat, non-solvent cleaning of type. 
(Metal Specialties Mfg. Co.) 


717 — Disposable Hypodermic 
Needle 


® FEATURES include the “Sterapac” 
cartridge, a polyethylene container 
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with bacteriostatic properties. This 
new process renders the cartridge 
and its contents impervious to most 
bacterial and fungal attack, even 
after prolonged storage. The sterile 
needle is protected by the heat- 
sealed cartridge. An exclusive foil- 
seal on cartridge guarantees the 
sterility on the needle and shows 
at once if it has been opened. When 
cartridge is opened, needle is ready 
for use. The needle has a non-toxic 
metal hub and a polished point that 
is sharp and drag-free. The gauge 
number is printed on the cartridge, 
and top is color coded according to 
accepted standards. (Randall Faich- 
ney Corp.) 


718 — Adult Swivel Spoons 


® a GROUP of newly designed eat- 
ing utensils, adult-sized which al- 
lows many patients with limited 
hand or arm function to feed them- 
selves. The swivel action of the 
bowls on long-wearing nylon bear- 
ings, keeps them level even when 
the users wrist or arm is unsteady. 
This prevents spilling of foods and 
brings new confidence in eating. The 
specially designed grip on the plas- 
tic handles enables patient to hold 
utensil in either hand. Utensils wash 
as other flatware in commercial 
dishwashers. Three pieces are avail- 
able: a teaspoon at $2.00; soup 
spoon at $3.00; and spork (combi- 
nation spoon and fork) at $3.00 or 
as a set at $7.20. (Fascole Corpo- 
ration) 


719 — Disposable Medicine Spoon 


® THIS TEASPOON has a 3.77 capacity 
with % teaspoon scoring. Designed 
for one time use, this teaspoon elim- 
inates washing and _ sterilization. 
Prevents spreading infection. Sam- 
ples are available. (Busse Plastics 
Co.) 


720 — Recovery Stretcher 


® THE STRETCHER offers every con- 
venience for recovery and emer- 
gency use. A wide variety of stand- 
ard features and optional acces- 


sories equip this stretcher for a 
multitude of uses. In the Recovery 
Room the entire recovery period 
may be spent on the stretcher. 
There is no need to transfer the 
patient. Standard equipment in- 
cluded the safety siderails and the 
IV Rod and they are available for 
use at all times. Trendelenberg lift 
of 15 degrees may be added as an 
optional accessory. The stretcher 
also substitutes as a labor room 
bed by adding optional accessories 
that are necessary equipment prior 
to delivery. (Shampaine Industries) 


721 — Patient Line Casework 








a 


® THIS NEW LINE of hospital czse- 
work provides efficient storage ir an 
attractive, economical wardrobde- 
vanity combination. Decorator s:yl- 
ing, plus a choice of 11 standard 
colors or any custom color, blend 
well with other patient room fu: ni- 
ture. Available in 11 different styles 
and a variety of dimensions, he 
single unit construction is designed 
to meet requirements of either new 
plans or present building needs. (St. 
Charles Manufacturing Co.) 
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722 — Marker and Sign Catalog 


s A 24-page, multi-colored catalog, just issued by 
North Shore Nameplate provides complete information 
on pipe markers, electrical markers, numerals, letters, 
safety signs and identifications signs. They are all avail- 
able from stock for immediate delivery. All items in the 
line are printed on water-proof vinyl cloth furnished on 
quick-release dispensing cards and are backed with an 
instant-stick adhesive. 


723 — Acoustical Tile 


§ THE CHARACTERISTICS of a non-combustible, random- 
fissured acoustical tile, are presented in a new bulletin 
just published by Baldwin-Ehret-Hill, Inc. The four- 
page two-color brochure illustrates the travertine effect 
of mineral tile with photographs of actual installations 
in of'ices, clubs, institutions and recreational and com- 
mercial buildings. The products sound absorption coef- 
ficier'ts are presented in tabular form. Light reflectance 
values and unit weight of the material are also given. 
Bulletin describes available sizes, styles and installation 
facilities. 


724 — Hospital Drapery Sample Book 


® A NEW COLLECTION of fiberglass drapery fabrics for 
hospitals has just been published by Glass Fabrics, Inc. 
Included are cubicle curtain fabrics as well as drapery 
fabrics for window areas. There are 128 fabrics, tightly 
woven cubicle curtains, sheers for reception areas, 
plains and prints for private rooms. They come in a 
complete range of psychologically correct colors. There 
is also information on a new line of cubicle curtain 
hardware that is designed for use with fiberglass fab- 
rics. 


725 — Resuscitators 


® sMALL “Handy” resuscitators in three models, which 
act as resuscitators, inhalators, and aspirators for protec- 
tion in respiratory emergencies throughout the hospital, 
are described and illustrated in a new bulletin available 
from National Cylinder Gas Division of Chemetron 
Corporation. The standard, deluxe and pipeline models 
are discussed and shown in photographs. Standard and 
deluxe models are pictured with different types of oxy- 
gen cylinders and cylinder carriers. 


726 — Hospital Restraints 


=" HUMANE RESTRAINT COMPANY, has just produced a new 
catalog devoted entirely to hospital restraints. Included 
is a complete line of belts and straps, wristlets and ank- 
lets with slots and metal staples in both vertical and 
horizontal positions to provide maximum comfort, a 
complete line of mitts and muffs, heavy duty equipment 
for extreme cases — light duty items for mild restraint. 
Also included are operating table restraints. All units 
are available in a complete range of sizes. 


727 — Adjustable Hospital-Lites 


® THIS IS THE SUBJECT of a new 8-page, 2-color catalog 
available from Swivelier Company, Inc. There are 15 
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new wall and bedboard models available. The wall 
models are supplied with the company’s exclusive 
“Shur-Mount” plate, for easier, securer mounting. Three 
portable models, made with 3-conductor cord and “U”- 
type grounded plug, fit virtually all hospital beds, with 
or without headboard holes. All models have a patented 
spring-tension sockets and swivels which provide easy 
fingertip adjustment and according to the manufacturer, 
will not drop down. 


728 — Modular Furniture Catalog 


® A NEWLY DESIGNED Encore Group modern metal fur- 
niture is shown in a new 28-page color catalog published 
by The Howell Company. The quality features of this 
furniture are shown in a cutaway photograph illustra- 
tion with specific features named. A companion furni- 
ture group with round tubular steel frames in arm- 
chairs, settees, davenports and occasional side chairs are 
illustrated in full color. Several styles of dining tables 
with pedestal bases and four legs are pictured; nine de- 
signs of dining chairs are available. 


729 — Nutritional Research Products 


= A NEw 60-page catalog that contains a comprehensive 
selection of products for investigational use, available 
from General Biochemicals, Inc. Hundreds of items of 
interest to research workers in the fields of Biology, Mi- 
crobiology, Bacteriology and Nutrition are listed. A 
wide range of amino acids, peptides, carbohydrates, 
adenylates, nucleates, purines, pyrimidines, enzymes, 
hormones, prepared microbiological media and pre- 
pared test diets for experimental animals are included. 
Catalog is completely indexed and each page lists item, 
weight and price. 


730 — Pharmacy Careers Booklet 


™ A NEW EDITION of the 32-page boklet, “Your Career 
Opportunities in Pharmacy,” is being offered free to ed- 
ucational and professional groups and interested stu- 
dents by the Pfizer Laboratories and J. B. Roerig divi- 
sion of Chas. Pfizer & Co., Inc. Minor changes were made 
in the text and several new illustrations were added to 
bring the booklet up to date. 


731 — Guide for Buyers of Industrial Lighting 


™ AN ANSWER GUIDE to RLM-labeled industrial lighting 
equipment has just been published for use of buyers, 
specifiers and sellers by the RLM Standards Institute. 
The pamphlet is designed to answer most popularly 
asked questions concerning the RML label and the RLM 
program. The six-page answer guide reviews the many 
factors related to proper selection of quality lighting 
equipment. Complimentary copies are available to all 
interested in industrial lighting equipment. 


732 — Hot Food Service 


™ LEGION UTENSILS COMPANY, INC. has announced the 
publication of an informational folder for the hospital 
field which describes the Dri-Hot Plate system for 
transporting meals, hot, from food preparation areas to 
patient’s bedside. The folder describes in detail this sys- 
tem and lists by means of authentication, the findings of 
several tests on this method hot food transportation. 
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POSITIONS 


Classified advertising 





WANTED 


date. 


Classified Advertisement Rates — 25c per word, minimum charge $3.00. 
Cash with order. Add four words to actual count for box number. 5% 
discount for three consecutive insertions without copy change. 10% 
discount for 12 consecutive insertions, copy changes allowed. Space 
rate per column inch $18.00. Deadline first of month preceding issue 





POSITIONS OPEN 


POSITIONS OPEN 





ASSISTANT MEDICAL RECORD LI- 
BRARIAN, Registered, Modern department 
540 bed hospital, 40 hour week. Salary open, 
commensurate with ability and experience. 
Write stating qualifications BOX H-34 hos- 
pital Management. 





DIETITIAN: Therapeutic, ADA member, 
for 325 bed hospital in Western suburb 16 
miles West of Chicago’s loop. Well equipped 
Dietary Department. Regular hours, One 
month vacation and other liberal benefits. 
Good Salary. APPLY Miss M. L. Schoeneich, 
Chief Dietitian, Memorial Hospital, Elmhurst, 
Illinois. 





MEDICAL RECORD LIBRARIAN. To su- 
pervise Record Department in a modern, 100- 
bed general hospital. 40-hour work week, 7 
paid holidays, liberal vacations, sick leave, 
paid medical and hospital insurance and other 
benefits. Send Resume to Administrator, A. 
O.. Fox Memorial Hospital, Oneonta, New 
York, 





PURCHASING AGENT .. . For medium- 
large hospital, in Pittsburgh. Excellent growth 
potential. Hospital experience required. Sub- 
mit Resume to Executive Director, Montefiore 
Hospital, Pittsburgh, Pennsylvania. 





DIETITIAN: Immediate opening Central 
Pennsylvania, under career civil service liberal 
benefhtts and policies. Administrative relief 
responsibilities for directing food production, 
service in patients’ cafeterias, centralized 
tray service, special diets, integrated therapy 
programs, in service and patient education. 
1065 bed hospital with 795 bed psychiatric 
unit and 270 bed general medical and surgical 
unit. Requires BS degree and approved in- 
ternship or two years professional experience 
to qualify. Non housekeeping quarters availa- 
ble on station at reasonable rates. Starting 
salary $4980 per annum. Apply VA Hospital, 
Lebanon, Pennsylvania. 


NURSE, ASSISTANT DIRECTOR PSY- 
CHIATRICALLY trained nurse with Master 
Degree for Key Position in expanding nursing 
program in dynamically oriented 1,000 bed 
teaching mental health institute. Unlimited 
scope for person with administrative and 
teaching ability. Salary to $11,000 per year, 
depending on experience and qualifications. 
9 arters available. Write to: W. C. Brinegar, 

-D., Supt., Mental Health Institute, Chero- 
kee, Lowa. 








CHIEF DIETITIAN: A.D.A. with super- 
visory experience for 160 bed 27 bassinet. 
General Hospital ag! approved by the 
JCAH and by AMA for Kesident Training, 
40 hour week, salary open, 4 week vacation. 
Send resume to Miss G. A. Cooper, Director, 
Woman’s Hospital, 1940 East 10lst Street, 
Cleveland 6, Ohio. 





ASSISTANT DIETITIAN: Salary open, 2 
week vacation, 2 meals and laundry fur- 
nished; 40 hour week, 6 holidays; social se- 
curity; Blue Cross and Blue Shield. Send 
resume including experience, date available 
and salary desired to Miss G. A. Cooper, Di- 
rector, Woman’s Hospital, 1940 East 101st 
Street, Cleveland 6, Ohio. 





ADMINISTRATIVE ASSISTANT for Pub- 
lic Relations. B.S.H.A, or equivalent Hospital 
experience necessary. Capitol Hospital, 35 
beds, Milwaukee, Wisconsin. Address replies 
to: M. Margoles, M.D., 2733 East Newton 
Avenue, Milwaukee, Wisconsin. 
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Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATOR: 50 bed Ohio hospital. 
(b) 50 bed eastern hospital; expansion pro- 
gram. (c) 80-bed specialized institution. (d) 
New hospital, south central state. (e) R.N. 
50 bed new convalescent hospital, east. 


BUSINESS MANAGER: 250 bed hospital, 
south. New wing planned. 


ASSISTANT ADMINISTRATOR: R.N. 200 
bed hospital, east. (b) 250 bed hospital, south. 


CREDIT-OFFICE MANAGER: 100 _ bed 
hospital, Pennsylvania. (b) 200 bed hospital, 
New York State. 


DIRECTORS OF NURSING: To $9,000. 


EXECUTIVE HOUSEKEEPER: 250 bed 
hospital, Illinois. (b) 300 bed hospital, Ohio. 
(c) 275 bed hospital, Virginia. 


PLANT MAINTENANCE DIRECTORS: 
To $9,000. 


TECHNICIAN: Laboratory: $500. (b) Lab- 
oratory X-Ray. $450. 


POSITIONS WANTED 


ADMINISTRATIVE ASSISTANT: Age 27. 
B.S. Degree, Pharmacy. M.S. Degree, Hos- 
pital Administration, 1960. Available. 


ASSISTANT ADMINISTRATOR: M. S. 
Degree, Hospital Administration, mid-western 
university. Member, A.C.H.A., 7 years ex- 
perience, 


BUSINESS MANAGER: B.S. Degree, 1959. 
1 year Office Manager 215 bed Michigan 
hospital. 


ACCOUNTANT: 44 years. 20 years experi- 
ence; 2% years in a 110 bed Sisters’ hos- 
pital. Western hospital preferred. 


ADMINISTRATOR: 15 years’ successful ex- 
perience, 100-175 bed hospitals. 


ADMINISTRATOR: M.S.S.W. Degree. 7 
years Director, Social Service, eastern hos- 
pital. 6 years Administrator small Ohio hos- 
pital. 


CHIEF PHARMACIST: M.S. Degree. 5 
years experience, 250-300 bed hospital. 


DIRECTOR, PLANT MAINTENANCE: 10 
years’ present position. 





POSITIONS OPEN 


MEDICAL RECORD LIBRARIAN-REGIS- 
TERED—with ay eon 6 experience for 160 
bed 27 bassinet. Genera mag oy fully ap- 
proved by the JCAH and by AMA for Resi- 
dent Training—40 hour week, salary open 
and commensurate with ability and experi- 
ence. Send resume including experience, date 
available and salary desired to Miss G. A. 
Cooper, Director, Woman's Hospital, 1940 
East 10ist Street, Cleveland 6, Ohio. 





OUR 64th YEAR 
WOOD WAR Deazog 
ve (83 \.Wabash-Chivago, Bl 


Sounders of, the counseling 4Vurtex to 
lak Libtivetion, ove half a conus 


POSITIONS OPEN 


ADMINISTRATOR: (a) Medical; Bd int; 
dir med ed & tchg EKG; 500 bd hsp; excl 
sal; oppor priv pract; rsrch; SE. (b) New 
corp 150 bd hsp well-financed; sal plus poss 
profit sharg. (c) Exec dir, lge hsp assn; 
$10-12,000. (d) Consultant; State Bd of Hith; 
extensive progm; (e) New 200 bd, genl hsp; 
req’s ACHA; (f) 100 bd genl; will employ 3 
mos. before opening, early ’61. (g) Asst; 
fairly lge genl vol JCAH hsp; Hawaii. (h) 
Asst; MHA; report to FACHA; 100 bd, 
genl; ; Calif. (i) Asst; full accred 300 bd vol 
gen; to $10,000; report to MACHA; E. 


ADMINISTRATIVE POSTS: (j) Clinic 
Mer; 16 MD’s; no acctg exper nec; about 
$7,000; Calif. (k) Comptroller; qual develope 
into Asst hsp adm; report to MACHA;; fairly 
lge, full-accred, genl hsp; to $10,000; NE. (1) 
Personnel Dir; qual organize dept to be 
created; 600 bd med schli affil hsp; sal open; 
lge city; univ med cntr; Central. (m) Pur- 
chasing Dir; 50 man grp; own 325 bd rsrch 
& Tchg hsp; $8,000; E. 








POSITIONS WANTED 


ADMINISTRATOR: (a) Medical; thorough- 
ly familiar, intern & res trng prog probls; 
prefs county-type hsp, 400 bds up w/attendg 
staff, intern & res trng prog, oppor do some 
clinical surg; late 40’s highly recommended, 
any locality. (b) 15 years, dir, 500 bd, vol, 
genl hsp; congenial, cooperative, forceful ; out- 
stndg record of achievement; FACHA. (c) 
8 yrs, asst adm, 250 bd genl; now seeking, 
adm, 100 bds up; NACHA; early 30’s. 
ASSISTANT ADMINISTRATORS: (d) 30; 
BS; MSHA; 1 yr. adm res; 1 yr. adm asst; 
seeks 200-300 bd hsp, any locality, nr lge 
city. (e) 29; MSHA; 2 yrs, adm. res, 600 
bd hsp; seeks Irger hsp; any loc. 
ANESTHESIOLOGIST: Trnd univ hsps; 
Dipl, Anes; excep-well quald. thoracic, cardi- 
ac, neuro anes; Chief, Ilge hsp, SW or W or 
Hawaii; warm climates; fee-for-serv; late 
30’s; 60 days. 

PATHOLOGIST: 3 yrs, tchg; 5 yrs, chief, 
path; 400 bd hsp; seeks, chief, tchg hsp or 
where res prog needs developg; Dipl; both 
brnchs; late 30’s. 

RADIOLOGIST: 4 yrs. asst rad, lge hsp; 
seeks chiefshp, to 250 bds; Dipl, diag; elig, 
therapy; prefers Texas coastal; making ‘rip; 
that area soon; consider other loc; early 40's. 


FOR SALE 








DISASTER TAGS: Triplicate snap-out 

or single tagboard tags strung with 

string and printed with treatment and 

position record. Available with or wit 
your hospital name. Write for samples ; 
prices from The Steck Company, BOX 
Austin 61, Texas. 


INSURANCE REPORT FORMS: Re:om- 
mended by Health Insurance Council of 
American Hospital Association. Includes at- 
tending physician’s statements, etc.; H.1.C. 
form numbers GD-1, GDS-1, GS-1, 1-1, 
IDS-1, and IPHS-1, Write for samples and 
prices from The Steck Company, Box 16, 
Austin 61, Texas. 
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~ POSITIONS WANTED 


ADMINISTRATOR: Desires change . . . 18 
Years experience; Registered Nurse, B.S.; 
B.A. Business Administration; Excellent ref- 
erence. Age 43 years, Excellent health. Avail- 
able Immediately. Mrs. Lili L. Ritch, R.N., 
1941 Dimon Street, Columbus, Georgia. 


MEDICAL RECORD GROUP CONSULT- 
ANT ... Desire appointments for hospitals 
in area of Berks, Lebanon and Chester 
Counties, Pennsylvania. BOX H-35, HOS- 
PITAL MANAGEMENT. 











ADMINISTRATOR: Seeks Challenge . . 


Present position five years. Experienced all 
phases — building — expansion — equipping 
— staffing — organization and personnel pro- 
gramming — cost studies — staff — board — 
employee — public relations, etc. Response 
sought from Progressive Hospital only. Mini- 
mum Salary acceptable $18,500. All replies 
Confidential. WRITE Box H-32, HOSPITAL 
MANAGEMENT. 


ADMINISTRATIVE ASSISTANT: Hours 
and Salary Secondary to opportunity; Two 
years dministrative experience; R.N., B.A.; 
Age 33, Male, married; Midwest and East 
Preferred BOX H-33, HOSPITAL MAN- 
AGEMENT. 


MISCELLANEOUS 


30% MEDICAL COLLECTIONS 30% 











All monies remitted to you same day re- 
covered. Working nationally for loan compa- 
nies, banks, doctors, hospitals, References and 
information on request. Our reputation for 
collecting and remitting is FABULOUS. C.C. 
A., Box 374, Taylorville, Illinois 





Simon 
Continued from page 101 


of one person—to collect all mem- 
oranda issued from administration 
and the departments, to go over the 
minutes of the Board and to think of 
the unwritten policies. 

The person spearheading the 
over-all operation should prepare a 
rough draft and submit it to the 
department head involved for study. 
He and administration should then 
discuss it to bring to light items 
that had not been thought through. 
Only broad administrative policies 
were set forth in those departments 
already having detailed procedure 
manuals. This was done in an effort 
to reduce the bulk of the adminis- 
trative manual. 

Careful consideration should be 
given to the housing of the manual 
for there are many elements in this 
phase of development that could 
make the success or failure of the 
manual. There are many binders 
that could house the manual but the 
most important consideration should 
be given to the ease of inserting 
new pages. Probably the easiest to 
add to, or take from, is the ring 
binder. One of the disadvantages of 
this type is that the sheets tear at 
the punchings. Another is that if 
the manual is large and bulky, the 
ting binders become unwieldy. The 
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post binder is another type that 
could be used; however, it does not 
permit easy insertion and removal 
of the pages. There is a type of post 
binder which is simple to use and 
does allow changes to be made in 
a matter of seconds. The big disad- 
vantage of this post binder is cost. 
The binder which we feel is most 
practical is the Acco-press binder. 
It is quite inexpensive and does 
have some degree of ease in making 
changes. 


It was felt that black ink on white 
paper would be easiest on the eyes. 
The 16-pound paper has less bulk 
but is less opaque and less durable. 
The 20-pound paper is very opaque 
and can probably be printed on both 
sides. We chose the 20-pound paper 
because of its durability but did 
not print on both sides of the sheet 
because of the handicap of making 
corrections or insertions. 

Consideration had to be given to 
the problem of inserts when the 
revision results in a page and a 
fraction. The problem is then to 
issue the revised page within the 
numbering system without rewrit- 
ing the whole unit. We overcame 
this problem by revising the page; 
for example: the page is 6, the run- 
over of the fraction page will be 
6a. Revisions are done on a quar- 
terly basis and at this time the 
manual is reviewed and corrections 
are made. One person is in charge 
of keeping the record of names to 
whom the manuals are issued and 
where they are located and is re- 
sponsible for making all the correc- 
tions. Copies of corrections are 
mailed to those having manuals 
outside the hospital. 

We were able to secure the serv- 
ices of the Pinacheers (junior aux- 
iliary) to assemble the 125-page 
volume. After the manuals were 
distributed, it was discussed in one 
of the department head meetings. 
If the manual is properly organized 
and supported, it should leave noth- 
ing to chance, heresay, or individ- 
ual and varying interpretations. 

The manual has been in force for 
a year now and we can state with- 
out reservation that it is serving 
its purpose. The Board of Trustees 
now have information on _ hospital 
operations not previously possessed. 
It is a ready reference and a time 
saver for supervisory personnel as 
well as the administration. We real- 
ize that for efficiency and effec- 
tiveness, a hospital our size should 
function on a more formal basis 
and this is a step in that direction. 
Dubiousness is history and confi- 
dence is the order of the day. & 
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WHAT'S NEW 
for MY Hospital? 





you'll find out by reading 
“Product News” 


in this, and every 
issue! 





.- current 
authority 
for the Pm=Management 
hospital 
profes- 
sional . 


Et Eh 
Why not enter a personal subscription 
to Hospital Management? $4.00 for a 
full year. Write: Hospital Manage- 
ment, 105 W. Adams St., Chicago 3, 
in. 
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From the 


consuLtants noteso0k aS 


by E. M. Bluestone, M.D. 


The ability to prevent, avoid, and 
resist trauma anywhere, including 
the hospital, often decides the issue 
of life and death, of health and ill- 
ness, of acuteness and chronicity, 
and of social dependence. 

& 


Mutual aid is a form of automa- 
tion, in the sense that it is instinc- 
tive and independent of orders from 
above. Its cohesive power is an ex- 
cellent neutralizer for disorganiza- 
tion, shortages and lack of funds. 

e 








want to “tune in” 


read: 


... current authority 
for the hospital 
professional 


$4.00 for a full year. Write: 
Hospital Management, 





on the heartbeats 
of the hospital problems ? 


“Consulting with Dr. Letourneau”’ 


in this, and every issue! 


Why not enter a personal subscription to Hospital Management? 


105 W. Adams St., Chicago 3, Ill. 
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Never underestimate, minimize, or 
be misled by such superficial attri- 
butes in professional personne! as 
charm, which may be ingratiating. 
plausibility, which may be only 
skin-deep; and looks, which may 
promote attractiveness. They not 
only populate our world; they influ. 
ence our decisions in hospitals “for 
better or for worse, in sickness cr in 
health.” 

2 

Another divine characteristic of 
Mutual Aid is that it does not de- 
pend on blood relationship, or «ven 
friendship. It goes into action with- 
out the help of such stimuli. The 
more of it we have the higher our 
civilization. 

e 

The doctor whom you employ is 
always a good doctor—if you get 
well! Yet the means should justify 
the end and not the end the means, 

e 

Two administrative situations in 
hospitals (and elsewhere) have al- 
ways puzzled me: (1) when your 
decision is perfectly correct, accord- 
ing to the rules of logic, and you still 
lose the battle, and (2) when you 
are not given an opportunity to de- 
fend your position in any way. Pa- 
tience, brother, patience, up to the 
point where such situations become 
the exception rather than the rule. 

e 

Your skill, administratively 
speaking, in anticipation, can be at 
least as important as your skill in 
realization. It would be interesting 
to see a comparison between the 
trouble that you prevent and the 
trouble that you cure. Make notes 
on this subject over a period of time 
and rate yourself on this score. 

e 

Your prayers for reduced per 
capita costs should bring in the 
economic environment in which 
the hospital is expected to survive 
financially as well as the hospital 
itself. 

e 

The romance of hospital seivice 
still awaits its poet; the drama, its 
playwright; the harmony and coun- 
terpoint, their musical composer. 
The modern specialist in Public Re- 
lations is not enough. He needs ‘1elp. 

2 

Something to think about in your 
spare moments: The price of in- 
efficiency in providing medical care 
is paid far more frequently b; the 
sick man who is the victim of it 
than by the well man who is the 
cause of it. 

e 
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